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This clinical study of 500 cases of neurosyphilis was undertaken in 
an attempt to determine the influence that modern treatment of syphilis 
plays in the production of neurosyphilis. The literature contains many 
references to the relationship of modern treatment to this serious com- 
plication of the nervous system. Finger,' as early as 1910, mentioned 
the possible danger of injury to the nervous system by the use of 
arsphenamine. Ehrlich? felt that neurorecurrences were attributable 
to incomplete sterilization of Spirochaeta pallida, and that specific treat- 
ment prevented the development of a defensive mechanism against any 
of the organisms that may have lurked in some isolated and walled off 
spirochetal nest. 

Many other writers have considered inadequate early treatment as a 
paramount factor in the development of neurorecurrences ; among these 
are Pette,* Bernard and Ruelle,* Zimmerman,’ Scholtz and Wilkner,’ 
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Ledermann,’ Brocg,* Keidel,? Moore,'® Moore and Kemp" and Guy." 
However, practically all of these writers felt that continued and 
adequate treatment would reduce the incidence of neurorecurrences and 
accordingly lower the ultimate incidence of neurosyphilis. The work of 
Brown and Pearce ** tends to support Ehrlich’s concept. They found 
that if an arsphenamine compound was given in sufficient amounts to 
interfere with the development of the primary lesion in animals, but 
not sufficient to destroy the parasites completely, generalized syphilis 
was more certain to follow. 

Many hypotheses have been advanced to explain the increasing 
frequency of neurosyphilis on bases other than that of inadequate treat- 
ment and neurorecurrence. Gartner felt that insufficient treatment 
will destroy easily accessible spirochetes in the skin, but, since so little 
of the drug reaches the vessels of the central nervous system, spiro- 
chetes may survive and thrive there. 

Fraser '® supported the contention that rapid and early sterilization 
of the general systemic circulation removes the supply of antibodies 
and leaves the nervous system to depend on its own inadequate powers 
of immunity with Spirochaeta pallida surviving in relatively nonvascular 
structures, Fraser and Duncan '* mentioned the possible toxicity of 
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both the di-amino and arsenic radicals in arsphenamine, which seemed 
to have a special affinity for the central nervous system, enough reach- 
ing it to injure the tissue but not to destroy all the spirochetes. The 
injured nervous tissue then would be still less able to produce anti- 
hodies than normal tissue, and might also serve as a point of lessened 
resistance for the attack of any surviving spirochetes. 

McDonagh "* was of the opinion that the toxic action of arsenic 
was on the endothelium of the blood vessels, but that both the disease 
and the treatment played a part in the production of the manifestations 
in the nervous system. Gougerot '* also expressed the belief that neuro- 
recurrences were the result of both the toxic effect of the arsphenamine 
and exacerbation of the syphilis; if the toxic effect predominated, 
further treatment would result in greater injury, but if the syphilitic 
factor predominated, cure would follow adequate treatment. Lakaye *” 
suggested that the use of arsenic may make the nervous system more 
susceptible to infection, 

Wilmanns ** suggested that treatment for syphilis in several genera- 
tions has brought about the existence of a neurotropic strain of the 
spirochete. He felt that the continued action of chemical substances 
over a long period would produce an alteration in the biologic properties 
ot the Spirochaeta pallida, Jahnel'* questioned the existence of a 
neurotropic strain, believing that even if it existed it did not develop 
as a result of treatment. Steiner '* could not prove Wilmanns’ hypoth- 
esis experimentally, and Spielmeyer '* expressed the belief that the 
proof must come from human beings and not from animals. 

Fraser '® and Fraser and Duncan'® noted that South African 
Negroes, among whom syphilis is common and who have many tertiary 
cutaneous lesions, practically never have neurosyphilis if they are not 
treated, or if they are treated only by mercury and iodides, and that the 
mild forms of neurosyphilis now seen have appeared only since the 
advent of arsphenamine. Pfister *’ called attention to the frequency of 
syphilis in Siberia, Asia Minor, the Congo, Indo-China, Siam, Nicaragua 
and Brazil, and to the fact that neurosyphilis is seldom if ever encoun 
tered. On the other hand, the recent report of Jessner and Rossiansky 
is in direct opposition to the concepts of Pfister, Fraser '’ and Fraser 
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Brit. J. Dermat, 32:29 (Feb.) 1920. 
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and Duncan,"* Jessner and Rossiansky reported the results of the 
German-Russian syphilis expedition under the auspices of the Notge 
meinschaft der deutschen Wissenschaft, which investigated the people 
of the Buryat-Mongol Republic in Siberia. Among these primitive 
people, with whom syphilis is common and arsphenamine unknown, 
the disease exists in all its malignant forms, and general paralysis and 
tabes dorsalis are as common as among other people who have had the 
modern type of treatment. 

Pfister also mentioned Edinger’s “Aufbrauch” hypothesis that neuro- 
syphilis occurs among those whose nervous systems have been under 
severe and prolonged physical and psychic strain, worry, ete., and 
so would explain the higher frequency of tabes and dementia paralytica 
among officers, higher officials, artists and those whose work is mainly 
mental. Pfister also considered the abuse of alcohol as a factor in the 
production of neurosyphilis, but stated that this would not apply in 
China, where alcoholism is rare and neurosyphilis common, or in 
Abyssinia, where syphilis and alcoholism are common but neurosyphilis 
is rare. 

Hoffmann’s ** hypothesis of esophylaxis was invoked (Strand- 
berg **) to explain the development of neurosyphilis as a result of the 
antibodies lost to the organism when cutaneous syphilids are suppressed 
by the use of arsphenamine. We have shown in a previous study ** 
that in about half of the cases of late cutaneous syphilids involvement 
of the visceral and nervous systems also develop, although such 
involvement is usually less severe and more amenable to treatment than 
if cutaneous lesions have not been present. 

A review of the literature offers many hypotheses with regard to 
the influence of treatment in the production of neurosyphilis, but few 
established facts are found other than that inadequate and insufficient 
treatment predisposes to involvement of the nervous system. 


THE INCIDENCE OF NEUROSYPHILIS 
The clinical impression that neurosyphilis is increasing is not con- 
firmed by statistics. Guy,’* in quoting observers in seven European 
countries, noted that althongh they were guarded as to the value of their 
statistics, they reported in general a decreased incidence of dementia 
22. Hoffmann, quoted by Jadassohn, Joos and Vogelsanger: Arch. f. Dermat. 
u. Syph. 159:628 (March 22) 1930. 
23. Strandberg, James: The Change in the Clinical Picture of Syphilis as 
a Result of Augmentation of Vascular and Nervous Symptoms and the Cause 
Thereof, Internat. Clin. 1:53 (March) 1928. 
24. O'Leary, P. A., and Rogin, J. R.: Late Cutaneous Syphilis, Am, J. Syph. 
16:98 (Jan.) 1932, 
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paralytica from 1900 to 1922, The bulletin of the Metropolitan Life 
Insurance Company, in 1922,*° showed a rate for 1917 of 16.6 for 
each 100,000 persons, and a decrease in 1921 to 13.1 for each 100,000. 
Stokes remarked that this decline is surprising in the face of the wide- 
spread and often inadequate use of arsphenamine, and the increasing 
frankness and accuracy of the death certificates which are the source 
of the vital statistics. Kolle and Laubenheimer ** reported that with the 
exception of a slight increase in 1926, there has been no increase in 
tabes and dementia paralytica from 1913 to 1927. They were inclined 
to believe that the slight increase in 1926 might continue in the ensuing 
years, owing to the fact that in many of the cases in which infection was 
acquired during the World War, tabes dorsalis and dementia paralytic: 
eventually would develop. Aubry ** felt that despite strict supervision 
of soldiers during the war, dementia paralytica is not more rare among 
them now, and that both this condition and tabes dorsalis have a shorter 
incubation period since the advent of arsphenamine. Frankl ** stated 
his belief that tabes dorsalis and general paralysis have increased in the 
last decades, but that the increase started in 1881, whereas arsphenamine 
came into general use about 1915. 


reported that in England the incidence of neurosyphilis 


Buchanan 
had not shown any material increase following the use of arsphenamine. 


Graham,*® reporting on the same survey, was of a similar opinion 
regarding neurosyphilis in India. Golosmanoff *® reported to the same 
commission that tabes dorsalis and dementia paralytica had increased 
in Bulgaria since the World War. 

Schamberg *° believed that the increase in neurosyphilis was more 
real than apparent because of better diagnostic methods and the inclu- 
sion in the neurosyphilitic group on serologic evidence alone of asympto- 
matic cases that would not have been detected before the develop- 


25. Cited by Stokes, J. H.: Modern Clinical Syphilology, Philadelphia, W. B. 
Saunders Company, 1926, p. 901. 

26. Kolle, W., and Laubenheimer, K.: Zur Frage des Riickganges der Syphilis 
und der Aenderung ihres Charakters, Deutsche med. Wehnschr. 1:3 (Jan. 1) 
1927, 

27. Aubry: De l'influence des traitements arsénicaux sur les conditions d’ap- 
parition de la paralysie générale, Bull. Soc. frang. de dermat. et syph. 35:55, 
1928; abstr., Arch, Dermat. & Syph. 17:859 (June) 1928. 

28. Frankl, Samuel: Der Einfluss therapeutischer Massnahmen auf das Auf- 
treten von Tabes und Paralyse, Miinchen. med. Wehnschr, 77:1879 (Oct. 31) 
1930. 

29. Quoted by Coutts, W. E.: The Problem of Syphilis From a Biologic and 
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the Treatment of Syphilis, Atlantic M. J. 28:196 (Jan.) 1925. 
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ment of the Wassermann reaction. Fordyce and Rosen ™ held the same 
opinion as Schamberg. 


ANTECEDENT TREATMENT IN NEUROSYPHILIS 

Literature dealing with the antecedent treatment of neurosyphilis is 
voluminous, and has been adequately and recently reviewed by Norris," 
who studied 192 ¢ases of relatively late syphilis, of which 42.1 per cent 
were of neurosyphilis. The condition in all of his cases was either 
untreated or inadequately treated, and he compared his results when- 
ever possible with the results in cases reported in the literature in which 
treatment was given. From this comparison he concluded that 
“untreated syphilis is still a serious malady,” and that “the modern 
treatment with all its disadvantages and with all its failures is never- 
theless of great value in the control of this disease.”’ 

Wile,** in discussing Norris’ paper, stated that the presence of late 
sequelae of syphilis usually signified lack of, or inadequate, treatment 
in the early stages of the disease. Weatherby,** in an analysis of 280 
cases of all types of neurosyphilis, found that in 20 (7.1 per cent) at 
least six injections of arsphenamine had been given during the acute 
phases of the disease. Sequeira *° also reported that neurorecurrences 
were more common among patients inadequately treated with arsenical 
preparations, but that they usually cleared up with further injections of 
the drug. Madden,** in a study of 500 cases of late syphilis of all 
types, reported figures that are strikingly similar to those obtained by 
our study of this group of cases of neurosyphilis. Unsworth ** thought 
that the “promiscuous and unintelligent introduction of intravenous 
arsenicals” accounted for the presence of the increasing number of 
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(June) 1930. 
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Dermat. & Syph. 21:999 (June) 1930. 
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J. Syph. 13:339 (July) 1929. 
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(June 21) 1930. 
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37. Unsworth, H. R.: Malarial Therapy in Dementia Paralytica, J. A. M. A 
95:772 (Sept. 13) 1930. 
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younger patients with dementia paralytica that he had seen in institu- 
tions in the last few years. Frankl felt that treatment with arsphen- 
amine had not caused increase or decrease in so-called metasyphilis, 
but that early, persistent and systematic antisyphilitic treatment would 
reduce the number of cases of tabes dorsalis and dementia paralytica 
to a minimum. Astvatzaturov ** stated that antisyphilitic treatment ip 
general, and treatment by arsphenamine in particular, would neither 
prevent nor postpone neurosyphilis, but that it would markedly shorten 
the incubation period that usually elapsed before its development. 
Jadassohn, Joos and Vogelsanger *’ reported on the observation of 139 
patients in 1929, who had been treated from June, 1916, to December, 
1918. The spinal fluids of 94 patients were examined. Of these 
specimens, 13.8 per cent gave partially or completely positive reactions. 
They compared their results with those obtained by Hoffmann ** who 
treated a group of private patients by the maximal treatment, that is, 
two injections of neoarsphenamine weekly with shorter intervals 
between courses, and noted that only 5 per cent manifested abnor- 
malities of the spinal fluid. However, Zurhelle and Krechel,*® using 
Hoffmann’s clinical method, found that after from one to three such 
maximal courses, 14.5 per cent of the patients still had abnormalities 
in the spinal fluid. 
MATERIAL STUDIED 


Our material consisted of 500 cases of neurosyphilis examined in 
the Section on Dermatology and Syphilology of the Mayo Clinic during 
the years 1928 and 1929. In many of these cases the patients had been 
seen originally much earlier, but they are included in the series because 
they had been readmitted during 1928 or 1929 either for further treat- 
ment or for reexaminations. All types of neurosyphilis were included, 
from the asymptomatic to the parenchymatous, including the so-called 
arrested or burned-out types. The case histories were chosen at random 
from the records for these years, but only those were included in which 
the historic evidence was conclusive in regard to the antisyphilitic treat- 
ment or the lack of it during the early periods of the infection. 

There were 396 (79 per cent) men and 104 (21 per cent) women 
in the series; the proportion of almost 4 to 1 adds further evidence to 
the hypothesis that women are less susceptible to the late manifestations 
of the disease than are men. 


38. Astvatzaturov, M.: Present Status of Neurosyphilis, Vrach. Gaz. no. 
3:165 (Feb. 15) 1931; abstr., J. A. M. A. 96:2171 (June 20) 1931. 

39. Jadassohn, Werner; Joos, Elsa, and Vogelsanger, Friedrich: Nachunter- 
suchungen bei vor mehr als 10 Jahren wegen Lues behandelten Patienten, Arch. 
f. Dermat. u. Syph. 159:628 (March 22) 1930. 


40. Zurhelle and Krechel, cited by Jadassohn, Joos and Vogelsanger (foot- 
note 39), 
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ANALYSIS OF PREVIOUS TREATMENT 


In this appraisal of the influence of treatment with arsphenamine 
as a factor in the production of neurosyphilis, the 500 cases were 
divided into four groups: group 1, those in which treatment was not 
given during the acute phases of the disease; group 2, those in which a 
diagnosis of acute syphilis had been made but the treatment consisted 
of mercury and iodides only (arsphenamine was not given until the 
neurosyphilis was recognized years later); group 3, those in which 
arsphenamine and mercury were given at the time of the acute infection 
but not in sufficient amounts, and group 4, those in which we felt that 
adequate treatment had been given and in which treatment was started 
while evidence of the primary or secondary syphilis was still present 
(table 1). For inclusion in group 4 it was essential that each patient 
had received as a minimum twenty injections of one of the arsphen- 








TaBLe 1.—Appraisals of Treatment During Acute Manifestations of the Disease 


Group 1: Group 2: Group 3: Group 4: 


Inadequate 
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Positive history of acute 
Sas satiuitbiesoeteness 147 40.7 65 100 59 100 15 100 286 57.2 


amines within the first two years of the infection, plus a moderate 
amount of mercury or bismuth. This complementary treatment with 
bismuth or mercury was frequently below the amount that we consider 
as the accepted standard of today. We purposely did not stress the 
interval between injections or between courses of the arsphenamines, 
although we realize that this factor is of considerable significance in the 
modern conception of adequate and efficient treatment. The reason for 
not attaching more significance to the intervals between the treatments 
with arsphenamine was to make the appraisal on the basis of the patient 
who has received average treatment, and not on that of the occasional 
patient who receives ideal treatment. 

In 361 cases (72 per cent) of the entire series treatment had not 
been given before the patients came to the Mayo Clinic (group 1). In 
fact, more than half of these patients could not give a history of acute 
syphilitic infection, and it must be assumed that they were, previous to 
the recognition of the neurosyphilis, unaware of the presence of the 
dlisease. 
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In 65 cases (13 per cent) of the series early treatment had been 
given, consisting either of iodides or mercury, or both, in some form 
(group 2). In most of these cases even this treatment was as a rule 
desultory and of short duration, and in none had any of the arsenicals 
been given. Combining the figures of groups 1 and 2, it is seen that in 
85 per cent of the 500 cases of neurosyphilis treatment with arsphen- 
amine had not been given in the early period of infection, or previous to 
the recognition of the neurosyphilis. We feel that this is exceedingly 
significant. 

In 59 cases (11.9 per cent) arsphenamine had been giverr in one 
form or another, but in inadequate amounts (group 3). In this group, 
a total of less than twenty injections of one of the arsphenamines had 
been given within the first few years of the infection, begun while there 
was still evidence of primary or secondary syphilis. In most of the cases 


Taste 2.—Neurosy hdaane 5 


Group 1: Group 2: Group 3: Group 4: 


Inadequate 
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No Treat- and Iodides Arsphenamine Adequate 
ment Treatment Treatment 
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fewer than twenty injections of arsphenamine had been given. In many 
cases adjunct treatment, consisting of mercury or iodide, had been given, 
usually, however, in what is considered inadequate complementary 
dosage. 

In the remaining 15 cases (3 per cent), treatment during the early 
phases of the infection was considered adequate (group 4). Madden ** 
felt that in only 2 of his 500 cases of all types of late syphilis had 
adequate treatment been given early in the infection, considering 
adequate treatment to be the combination of “one or more of the 
arsenicals and some form of mercury or bismuth, administered more or 
less constantly during the first year of the infection.” Our criteria for 
treatment were less stringent than Madden’s, because we endeavored 
to use as the basis for appraisal the standard of adequate treatment that 
existed at the time when the acute syphilitic infections were acquired, 
and not today’s concept of thorough treatment. 

In table 1 it may be noted that the approximate proportion of 4 men 
to 1 woman in the series as a whole does not hold for the individual 
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groups, the overwhelming proportion of men to women in groups 2, 3 
and 4 being especially prominent. This is to be expected since these 
groups were composed entirely of cases in which treatment was given 
early, and the earlier knowledge of the existence of the initial lesions of 
syphilis among men as compared with that among women is commonly 
known. 

The parenchymatous types of neurosyphilis (table 2), namely, tabes 
dorsalis, the tabetic form of dementia paralytica, and dementia 
paralytica, made up the greatest number of cases in the two groups in 
which arsphenamine was not given during the acute phase of the infec- 
tion, whereas the asymptomatic type of neurosyphilis formed the largest 
percentage of cases in the two remaining groups. The fact must not 
be lost sight of, however, that in practically all of our cases, except 
those of acute syphilis, the spinal fluid was examined before treatment 
was instituted. 

A comparison of the different groups will show that in cases in 
which arsphenamine was not given the percentage of parenchymatous 
involvement of the nervous system was much higher than in those in 
which arsphenamine was given. Similarly, in a greater proportion of 
cases in which arsphenamine was given the asymptomatic type of 
involvement was manifested. Analysis of the type of neurosyphilis 
present in our cases leads to the conclusion that even small amounts of 
arsphenamine are better than none as a protection for the nervous 
systems of syphilitic patients, whereas early adequate treatment increases 
still further the percentage of those whose nervous systems are rot 
affected. 

A study of the influence of continued treatment on the spinal fluid 
was also undertaken. The factors in the spinal fluid studied include 
the Kolmer modification of the Wassermann reaction, the cell count, the 
Nonne globulin test and the colloidal benzoin test. The Kolmer 
reaction was interpreted as negative only when it was entirely negative 
in all tubes. The result is, therefore, that in many of the cases, although 
the Kolmer reaction may have become less strongly positive following 
treatment than was indicated in the original report, it was nevertheless 
included in the group of unchanged results. The cell count was 
classified as reversed to normal when 6 cells or less in each cubic milli- 
meter were reported. The third factor was the Nonne globulin test. 
In many cases the spinal fluid became entirely normal with the exception 
of a positive Nonne test, but it was not recorded as reversed to negative 
in all factors unless the Nonne test was also reported as negative. The 
fourth factor was the colloidal benzoin test. The changes noted here 
concerned the reversal from a paretic to syphilitic type of curve and 
the fluid was reported either as reduced completely from zone 1 to zone 2 
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TaBLeE 3.—Effect on the Cerebrospinal Fluid of Adequate Treatment 


Group 1: Group 2: 


Mercury 


No Treat- and Iodides 
ment 
a. 


Cent 


—_— 


Per 


Cent Cases 


Cases 

All four factors reversed 
to negative 

Three or less of the factors 
reversed to negative 
Fluid unchanged by treat- 
ment 

Cerebrospinal fluid always 
negative; diagnosis based 
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Cases in which data are 
incomplete 

Cases forming the basis 
for percentages P 


109 36.6 


TABLE 4.—Effects on the Blood of Adequate 
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or as unchanged. With these explanations, it is apparent that our inter- 
pretations of the serologic reversals have been on a conservative basis. 

The results of treatment as interpreted by the changes in the spinal 
fluid are similar in all four groups (table 3). The incidence of success- 
ful serologic reversals from positive to negative in all the groups ranged 
from 30 to 48 per cent, and the percentage of the cases in which three 
or less of the spinal fluid factors were reversed to negative is also 
similar in each group (from 33 to 49 per cent). In approximately two 
thirds of the cases reversal to negative occurred in three or more factors 
in the spinal fluid after intensive antisyphilitic treatment had been given. 
Furthermore, this reversal took place with about the same efficiency in 
cases in which no previous antisyphilitic treatment had been given as in 
those in which such treatment had been given. 

The effects of adequate antisyphilitic treatment on the serology of the 
blood are shown in table 4. The serologic test recorded was exclusively 
the Kolmer modification of the Wassermann reaction. In many of the 
cases some of the flocculation tests had also been made, as well as the 
Kolmer test, but it was thought advisable to limit the observations to 
the results of the Kolmer-Wassermann reaction. A reduction in the 
intensity of the positive reaction was not sufficient to remove it from 
the “unchanged” classification. To be recorded in the “positive reversed 
to negative” group, the test must have been reversed to complete 
negativity in both tubes. The incidence of reversal to negativity was 
about twice as great in the blood as it was in the spinal fluid when 
appraised on the basis of the Kolmer-Wassermann technic. 

An analysis of the clinical status of the patients after they had 
received adequate antisyphilitic treatment is recorded in table 5. Six of 
the patients have died. In the first group were three patients with 
dementia paralytica. One died of a coronary infarct during an induced 
course of malaria treatment, the second died in an insane asylum, and 
the third died during a paretic convulsion. In group 2, a patient with 
tabes died after rhizotomy had been performed in an attempt to relieve 
excruciating lightning pains which all other treatment had failed to 
relieve. In group 3, a patient with dementia paralytica died during a 
convulsion, and a patient with the asymptomatic type of the disease 
died of an intercurrent infection. 

The clinical status of the patients was graded by taking into con- 
sideration chiefly their subjective complaints, and to a lesser extent the 
objective clinical findings in the case. For example, improvement 
graded 4 + in a patient with dementia paralytica (which falls into the 
“much improved” classification in table 5) meant complete clinical 
remission which enabled the patient to carry on a wage-earning occupa- 
tion and maintain social standing. Improvement graded 4 + of a 
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patient with tabes, or with any other type of neurosyphilis except 
dementia paralytica, meant complete relief from all the symptoms for 
which medical relief was sought, and which were attributable to involve- 
ment of the nervous system. In addition, for a grade of 4+, there 
must have been no progression in the objective clinical findings. The 
lesser grades of improvement or decline were determined by similar 
criteria. 

On this basis of classification, then, the results as far as the patients 
were concerned were eminently worth while. Patients who were 
symptomless when first seen and who remained so after treatment are 
included with those who became symptomless or improved after treat- 
ment. Approximately 84 per cent of the patients in group 1, 78 per 
cent of those in group 2 and 84 per cent of those in group 3 experienced 
some degree of clinical improvement. In group 4, 64.7 per cent of the 
patients were asymptomatic at the onset, 21.4 per cent became free from 
symptoms after further treatment, and 14.2 per cent improved but did 
not become entirely free from symptoms after further treatment. 

The symptoms that seemed most resistant to treatment were 
lightning pains, gastric crises, and optic atrophy, although optic atrophy 
seemed to be checked in several cases in which treatment by malaria 
was given. It was further noted that gastric crises and lightning pains, 
although about as often unimproved as improved after treatment, 
showed a tendency to spontaneous relief as time went on. 

The data obtained in this investigation show that treatment gives 
exceedingly encouraging results from the standpoint of improvement 
of the presenting symptoms. There was little difference in the response 
to treatment of the patients in groups 1, 2 and 3, but those in group 4 
(only 5 presented symptoms) seemed to improve more readily than 
those in the other groups. In a subsequent paper we shall compare the 
value of the nonspecific measures of treating neurosyphilis with the 
specific remedies in a similar group of patients. 


SUMMARY AND CONCLUSIONS 
Some of the many hypotheses that have been advanced to account 
for the incidence of neurosyphilis are presented. 
Reference is made to some of the more recent literature dealing 
with the early treatment of neurosyphilitic patients. 


The materia! of the present study is outlined, and an analysis of sex 
as a factor and history of early infection is presented. 


Early in the infection, 72 per cent of the patients had not received 
treatment, 13 per cent had received only iodides or mercury in some 
form, 11.9 per cent had received inadequate treatment with one of the 
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arsphenamines and mercury and only 3 per cent had received what is 
now considered adequate treatment. 

It has been shown that the more serious type of involvement was 
much more common in the cases in which arsphenamine had not been 
given, as compared with cases in which inadequate or adequate arsphen- 
amine treatment had been given. 

Of the 15 patients who were well treated during the period of acute 
syphilis, 60 per cent manifested asymptomatic neurosyphilis. 

Adequate antisyphilitic treatment given after the diagnosis of neuro- 
syphilis had been made proved efficient when its effects on the spinal 
fluid, blood and clinical symptoms are considered. This efficiency was 
equally manifest in cases in which previous treatment had not been 
given, except that the blood was normal in a greater percentage if 
arsphenamine had been given previously than if it had not been given. 
The significance of this observation is not determined. 

That arsphenamine predisposes to, or induces the development of, 
neurosyphilis is not borne out by the present study. In 500 proved and 
unselected cases of neurosyphilis, arsphenamine had not been given in 
the early period of the infection in 85 per cent. 

The modern treatment of neurosyphilis is of pronounced value in 
reducing to a minimum the clinical, serologic and spinal fluid mani- 
festations of the disease. 











FATALITIES DUE TO BISMUTH IN THE _ TREAT- 
MENT OF SYPHILIS 


HERMAN BEERMAN, M.D. 
PHILADELPHIA 


In the wave of enthusiasm that attends the clinical appraisai of 
any promising therapeutic agent, the possible serious effects of that 
agent are apt to be slighted or entirely overlooked. While there have 
been many reports of fatalities when bismuth salts have been given 
orally, by rectum or locally and internally in various surgical and 
roentgenologic maneuvers, no collected account of the number of deaths 
due to the injection of bismuth salts in the treatment of syphilis is 
available in the literature. The number of deaths published compared 
to the number of patients being treated for syphilis with bismuth is 
rather insignificant, but an analysis of these cases may serve as a guide 
to the detection and prevention of future calamity. 


SUDDEN DEATHS DUE TO INJECTIONS OF BISMUTH 


In spite of frequent warnings in the literature against the intravenous 
use of bismuth,’ acutely fatal intoxications following the intravenous 
exhibition of the drug have been reported as recently as 1930 (Curtis *). 
Of all the sudden deaths reported in the literature, five followed the 
intravenous use of bismuth, while one (Chenoy*) followed the intra- 
muscular injection of a bismuth preparation. This last case, however, 
was probably the result of accidental intravascular deposition of the 


injected mass. 


From the Department of Dermatology and Syphilology, School of Medicine, 
University of Pennsylvania, John H. Stokes, M.D., Director. 

1. Gouin and Pautrier: Discussion, Bull. Soc. frang. de dermat. et syph. 37: 
923 (July) 1930. Klauder, J. V.: Intravenous Injections of Bismuth Compounds 
in the Treatment of Syphilis: Its Use Clinically and in Experimental Syphilis in 
Rabbits, Arch. Dermat. & Syph. 17:332 (March) 1928; New and Nonofficial 
Remedies, Chicago, American Medical Association, 1931, p. 96. 

2. Curtis, S. H.: Sudden Death Following the Intravenous Injection of Bis- 
muth Tartrate, J. A. M. A. 95:1588 (Nov. 22) 1930. Magnus: Ueber einen 
plétzlichen Todesfall nach intravendser Wismuteinspritzung, Klin. Wchnschr. 3: 
1275, 1924. Fraenckel, P.: Zwei plétzliche Todesfalle nach intravenédser Wismut- 
injektion, Deutsche Ztschr. f. d. ges. gerichtl. Med. 5:5, 1925. (This article also 
contains Magnus’ case). Duchateau and Verstraeten: Les injection intraveineuses 
de bismuth dans la paralisie générale, J. de neurol. et de psychiat. 25:567, 1925. 

3. Chenoy: A Case of Death Due to Bismuth Injection, Indian M. Gaz. 61: 
234, 1926. 
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The symptoms incident to the acute deaths were relatively uniform. 
They consisted usually of the manifestations of the symptom complex 
of colloidoclastic shock. Shortly after the injection, the patient sud- 
denly collapsed, became cyanosed with small, rapid pulse, convulsive 
movements, respiratory difficulties and asphyxia, death occurring in 
from less than five minutes (Curtis) to less than twenty-four hours. 
Postmortem data available in two cases were of no help in solving 
the cause of death. In only one case (Curtis) was there any previous 
warning of intolerance to bismuth. One-half hour after each injection 
of bismuth, the patient was seized with abdominal pains, followed by 
one or two watery stools. The type of preparation and dose used, the 
type of syphilis and the sex of the patient seem to be of no significance. 


DELAYED DEATHS DUE TO INJECTIONS OF BISMUTH 


The greater number of deaths (seventeen) caused by bismuth fall 
into the delayed group. From the chaos of the reports of various modes 
of death, closer analysis shows that one or a combination of more than 
one of several vital structures, the gastro-intestinal tract, the liver, the 
kidneys, the vascular and the hematopoietic systems are principally 
involved. Thus, the patient may die of acute yellow atrophy of the 
liver (Albert *), stomatitis (Smechula*), stomatitis followed by bloody 
vomitus (Criado *), stomatitis and uremia (Aubertin and Destouches *), 
nephritis and icterus (Galliot *), nephritis and giant urticaria (Vigne °), 
nephrosis, colitis and fatty degeneration of the liver and the cardiac 
muscle (Munck *°), ulcerative changes in the tongue and tonsils and 
colitis, ulcerative and gangrenous (Pulawski ''), purpura of the visceral 

4. Albert: Lichen Verrucosus-artiges Salvarsanexanthem, Dermat. Wehn- 
schr. 77:1461, 1923. 

5. Smechula: Ueber unsere Erfahrungen mit der Wismut Handlung der 
Syphilis, Med. Klin. 20:821 and 860, 1924. 

6. Criado: Meurte par Neotrepol? Acta Dermo-Sifil. 15:176, 1923. 

7. Aubertin and Destouches: Un cas mortel d’intoxication bismutique par 
stomatite et néphrite azotémique aigue, Bull. et mém. Soc. méd. d. hép. de Paris 
51:199, 1927. 

8. Galliot: Mort par néphrite hémorrhagique au cours d’un traitement 
bismuthe, Bull. Soc. frang. de dermat. et syph. 34:174, 1927. 

9. Vigne, Paul: Urticaire et oedéme généralise provoqués par des injections 
sous-coutanées d’hydroxyde de bismuthe, oligurie, acetonurie, coma et mort, Bull. 
Soc. franc. de dermat. et syph. 37:1038 (July) 1930. 

10. Munck: Ein Fall von Wismutvergiftung mit todlichem Ausgang bei anti- 
syphilitische Behandlung, Dermat. Wehnschr. 84:327, 1927; Ugesk. f. leger 88: 
637, 1926. 

11. Pulawski: Contribution a l'étude du traitement de la syphilis par le bismuth, 
Rev. de méd., Paris 41:513, 1924. 
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organs and an acute tubular nephropathy (Dassen and Rey) and 
nephritis and gastro-enteritis (Weigeldt**). A number of the cases 
terminating in death have shown at some time in their history some 
hemorrhagic phenomena, bloody vomitus (Criado), hemorrhages of the 
skin and mucous membrane (Zoltan), genital, gingival, cutaneous 
and gastro-intestinal hemorrhages (Weigeldt), hematuria (Galliot) and 
purpura of the viscera (Dassen and Rey). Hemorrhagic tendencies 
have been frequentiy noted in patients receiving treatment for syphilis 
with bismuth, and there is a great diversity of opinion as to whether 
these phenomena are due partly to the disease, partly to organs other- 
wise injured or partly to injury caused by the bismuth. Bonilla ** pro- 
posed the view that treatment with bismuth favors hemorrhage from 
parts already predisposed to hemorrhage. 

Bismuth is known to induce in certain patients agranulocytosis.*® 
No reference to death from this cause has been found, but the post- 
mortem observations of necrosis of both the jaws and the mucous 
membranes of the esophagus in a case presented before the Gesellschaft 
Universitats Haut-Klinik K6ln ™ are suggestive of the type of findings 
of the oral cavity in this blood dyscrasia. On the other hand, a definite 
blood injury was reported by Citron and Hirschfeld.’ Their case 
showed a hemorrhagic tendency shortly after the onset of a fourth 
course of treatment with arsphenamine and bismuth. After a temporary 
cessation, the bleeding recurred, and the blood showed severe anemia, 


which became worse before death. The autopsy showed aplastic anemia 
of the bone marrow of the femur, with no evidence of regeneration 
and atrophy of the bone marrow of the ribs. 


One of the distressing features of any procedure of intramuscular 
injection is the local injury. This may manifest itself merely as pain, 
the formation of nodules, embolia cutis medicamentosa or a sterile 


12. Dassen, R., and Rey, J. C.: Intoxicacion Aguda por el Bismuto (Estoma- 
titis Gangrenosa, Purpura, Nefritis aguda), Semana méd. 2:1152, 1930. 

13. Weigeldt, W.: Wismut Vergiftung medizinale durch antisyphilitische 
Behandlung, Slg. Vergiftungsfalle 1:83, 1930. 

14. Zoltan: Beitrage zur Wismut Behandlung der Lues congenita, Budapesti 
orvosi ujsag 23:733, 1925. 

15. Bonilla: Hamoptyse bei einen mit Wismut Behandelten, Med. ibera 18: 
637, 1924. 

16. Aubertin, C.; Blancestein, and Lehmann, P.: Deux cas d’agranulocytose 
chez des syphilitiques traités par l’acétylarsan et le bismuth, Bull. et mém. Soc. 
méd. d. hép. de Paris 53:678 (June 3) 1929. Moquin and Fleury: Syndromes 
agranulocytaires frustes suivis de guérison chez deux syphilitiques traités l’un par le 
novarsenobenzol, l’autre par le bismuth, ibid. 53:693, 1925. 

17. Zentralbl. f. Haut- u. Geschlechtskr. 32:31, 1929. 

18. Citron and Hirschfeld: Ueber hamorrhagische Diathesen und aplastische 
\namie bei Syphilis Behandlung, Med. Klin. 21:805, 1925. 
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abscess. Because of the occasional formation of an abscess, bismuth 
may indirectly be the cause of death of a weakened person (Foged *’). 

Treatment of prenatal syphilis with bismuth has found many pro- 
ponents, yet deaths in this type of syphilis are not lacking. Frank *° 
reported a case in which there was renal damage previous to treatment. 
Zoltan reported death in three infants following treatment with bis- 
muth. These three patients presented severe hemorrhages of the 
skin and mucous membranes. 

No particular bismuth preparation stands out as being preponderantly 
toxic. With the exception of Albert’s case, the patients all received 
intramuscular injections of bismuth. The form of syphilis and the sex 
and age of the patient seem to bear no special relationship to the 
toxicity of bismuth. 


DEATHS DURING TREATMENT OF SYPHILIS OF DOUS8BTFUL 
BISMUTH CAUSATION 


There remains a group of five reported cases in patients receiving 
treatment with bismuth whose fatal accidents are perhaps, but not cer- 
tainly, of bismuth origin. Simon and Bralez** reported a case in 
which paraplegia of the upper extremities developed while treatment 
with bismuth was being given. Autopsy on this case showed cerebro- 
spinal meningitis and myelitis of the sixth and seventh cervical seg- 
ments. Debré and Crémieu * cited the case of a patient with prenatal 
syphilitic infection showing splenomegaly, who died of intestinal hem- 
orrhage a day after the third injection of bismuth. A patient of 
Smechula who was receiving bismuth died in diabetic coma. Postmor- 
tem examination showed congestion of the gastro-intestinal mucosae, 
but no other sign of bismuth intoxication. Munter and Steinitz ** had 
a patient with nephritis who was given bismuth and neoarsphenamine. 
Shortly after the treatment began the patient died of uremia. Lieber ** 


19. Foged, J.: Bismuth Abscess with Fatal Outcome, Ugesk. f. leger 89: 
1051, 1927. 

20. Frank: Ueber die Behandlung der kongenitalen Lues mit Tarbis (Bitar- 
trate Solution), Arch. f. Kinderh. 74:106, 1924. 

21. Simon, C., and Bralez, J.: Nérvite optique aigue au cours d’un traitement 
par le bismuth: Meningo-myélité aigue mertelle au cours d’un traitement par le 
bismuth-meningite aigue survenue un mois apres la fin d’un serie de vingt injections 
de 132, Bull. Soc. franc. de dermat. et syph. 29:354, 1922. 

22. Debré and Crémieu: Sur le traitement de la syphilis héréditaire par le 
bismuth, J. d. practiciens 38:769, 1924. 

23. Munter and Steinitz: Hamoglobinurie und Nephritis bei Neosalvarsan- 
Wismutkur, Klin. Wchnschr. 5:263, 1926. 

24. Lieber, M.: Ueber einen todliche verlaufenen Fall von Dermatitis exfolia- 
tiva nach Bismogenol-Salvarsan behandlung bei Paralyse, Dermat. Wechnschr. 11: 
1305, 1931. 
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reported a fatal case of exfoliative dermatitis during the treatment of 
paralysis with neoarsphenamine and a suspension of bismuth salicylate in 
oil. This case, however, presented very little evidence of the role of 
bismuth in the causation of the outcome. 


SUMMARY 


1. A survey of the literature on fatalities due to bismuth in the 
treatment of- syphilis reveals that intravenous injection is primarily 
responsible for sudden deaths, and that the deaths are preceded by 
the symptoms of colloidoclastic shock. 

2. The importance of pulling back on the plunger of the syringe 
to prevent unforeseen injection into a deep vein after the needle and 
syringe are in place before intramuscular injection is emphasized by 
the case of Chenoy. 

3. Delayed deaths due to bismuth intoxication are usually attribu- 
table to involvement of the gastro-intestinal tract, the liver or the kid- 
neys, or a combination of two or more of these structures. 








GRENZ RAYS 


THEIR THERAPEUTIC VALUE IN DERMATOLOGY 


MOSES SCHOLTZ, M.D. 
LOS ANGELES 


In 1925, dermatologists of the world were startled by a report of 
Bucky of New York, formerly from Germany, introducing a new actinic 
modality discovered by him. 

The pivotal point of the advanced claim was that the new ray com- 
bined the physical properties of the roentgen ray and the ultraviolet ray. 
On the basis of this point Bucky has called these rays Grenz, i. e., 
borderline rays. 

Still more startling from the dermatologic point of view was the 
fact that Bucky ascribed the good results in many dermatoses not so 
much to the local actinic effects on the skin as to the systemic effects 
of the Grenz rays, particularly to the so-called hemoclasis and the stimu- 
lation of the autonomic nervous system. 

The first clinical report in this country was published by Bucky * in 
collaboration with Eller in 1927. This report presented the therapeutic 
results in a series of eighty-seven cases of dermatophytosis, basal cell 
epitheliomas, eczema, sycosis barbae, paronychia, lupus erythematosus, 
verrucae, pruritus vulvae et ani, and Duhring’s disease. It was admitted 
that poor results were obtained in psoriasis, scleroderma, xanthelasma 
and acne vulgaris. In 1929, Bucky * published a monograph in which 
he summarized his ideas on the subject and the clinical results of a series 
of over two hundred dermatologic cases. In this report the dosage was 
calibrated in units. The results were somewhat different from those 
given in the previous report. To the dermatoses in which favorable 
results were obtained were added lichen planus, nevus flammeus and 
psoriasis. On the other hand, sycosis barbae, keloid and furunculosis 
were transferred into the group of unsatisfactory results. 

It is of great interest that in acne vulgaris and rosacea Bucky uses 
systemic radiation as well as local. It is also of interest to note Bucky's 


Department of Dermatology, College of Medical Evangelists, Los Angeles 
General Hospital and Cedars of Lebanon Hospital. 

1. Eller, G. G., and Bucky, G.: Use of the “Grenz” (Infra-Roentgen) Rays in 
Dermatologic Conditions, Arch. Dermat. & Syph. 27:221 (Feb.) 1928. 

2. Bucky, G.: Grenz Ray Therapy, with Contributions by Otto Glasser and 
Olga Becker-Manheimer, translated by Walter James Highman, Leipzig, S. Hirzel, 
1929. 
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admission that good results in deep infiltrated conditions, such as epi- 
theliomas, sarcoids and lupus vulgaris, are difficult of explanation in 
view of the admittedly slight penetration of the Grenz rays. Strange to 
say, since the joint report by Bucky and Eller in 1927 there have been 
no clinical papers on the subject in this country, with the exception of 
a short and rather unfavorable report by Taussig in 1929, a short review 
by McKee in 1930, and an article by Maurice Dorne.* 


EUROPEAN LITERATURE 


European dermatologists, particularly those in Germany, have shown 
much more interest in the Grenz ray. A number of articles have 
appeared since 1926. Kirsh,* of the Skin Clinic of Jena University, 
reported the results of clinical experimentation for a period of a year 
and a half. He concluded that the Grenz ray is a useful therapeutic 
dermatologic weapon. 

In a clinical report of the same year, Walter Scholtz * of Koenigs- 
berg claimed considerable value for the Grenz ray in the treatment of 
various dermatoses and a far greater safety than for the roentgen ray. 
He prefers the Grenz ray to the roentgen ray in superficial conditions 
of the skin. He considers one-half an erythema dose sufficient in most 
dermatoses. 

Arzt and Fuhs,® of Vienna, also published a clinical report on the 
Grenz ray in 1928. Ina year and a half of observation they did not 
observe telangiectasia, atrophy or ulcers. They found the Grenz ray 
effective in psoriasis, folliculitis, erythema induratum, basal cell epithe- 
lioma, paronychia and hydrosadenitis axillaris. In pruritus the results 
were negative. 

In 1930, Walter Scholtz published a second more extensive report 
confirming his earlier impressions. Fuhs’ has also published a second 
report based on a series of seven hundred dermatologic cases, in which 
he cited several additional dermatoses in which Grenz ray proved to be 
effective, namely, flat and plain warts, eczemas, lupus vulgaris, sycosis 
and lichen planus. In this report Fuhs gives dosage calibrated in units. 


3. Dorne, M., and White, C.: Treatment of Superficial Fungus Infections with 
the Long Wavelength Roentgen Rays (Grenz Rays), Arch. Dermat. & Syph. 24: 
409 (Sept.) 1931. 

4. Kirsch, H.: Physikalische Untersuchungen iiber die Buckyschen Grenz 
Strahlen, Miinchen. med. Wchnschr. 74:578 (April 8) 1927. 

5. Scholtz, W.: Zur biologischen Wirkung der Roentgen- und Grenz-Strahlen, 
Arch. f. Dermat. u. Syph. 155:94, 1928. 

6. Arzt, L., and Fuhs, H.: Praktisch-therapeutische Erfahrungen mit Buckys 
Grenzstrahlen, Arch. f. Dermat. u. Syph. 155:7982, 1928. 

7. Fuhs, H.: Zur Grenzstrahlenbehandlung der Dermatosen, Strahlentherapie 
32:704, 1929. 
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In a clinical report Levy * also confirmed the relative safety and 
therapeutic efficiency of the Grenz ray. In superficial dermatoses he 
uses only Grenz rays. He considers 600 r a full erythema dose. He 
uses seemingly unnecessarily large doses: in eczema, 1,000 r; in lupus 
vulgaris, 5,000 r; in pruritus vulvae et ani, 9,000 r. 

Conrad ® contributed a clinical report in 1930. He accepted the 
erythema dose at from 500 to 800r. He has obtained favorable results 
in psoriasis of the scalp with doses of from 400 to 500r and in plain 
and flat warts with doses of from 300 to 800r. He also claims good 
results in erythema induratum, tuberculosis verrucosa, in 50 per cent 
of cases of alopecia areata and nevus araneus, while in generalized and 
localized pruritus the results were negative. 


CLASSIFICATION OF GRENZ RAY 


The status of Grenz rays is not yet definitely settled. Bucky’s orig- 
inal claim that Grenz rays are spectroscopically located between the 
roentgen rays and ultraviolet rays and combine properties of both 
has been contested and disproved by Gabriel,’® Martenstein** and 
Rajewsky,’* who have established that Grenz rays are merely extremely 
low voltage roentgen rays, of wavelengths from 1 to 3 angstrom 
units, located at the extreme end of the roentgen ray zone. For this 
reason other names than Grenz rays have been suggested, such as super- 
soft x-rays, by Eller, and w-rays, by Kaye. These names may be correct 
technically, from the physical and spectroscopic points of view, yet from 
the clinical point of view the Grenz rays act so differently from roentgen 
rays that it would seem justifiable to put them in a separate group. 

In the first place, Grenz rays require a different type of transformer, 
a different type of tube and entirely different technic. This fact alone 
justifies one in regarding the Grenz ray at least as a separate subdivision 
of roentgen ray. 

The clinical reactions to Grenz rays are different in character, time 
of appearance, degrees of intensity and clinical behavior from those of 
roentgen rays. The primary erythema reaction of a bright arterial 
character, ensuing, as a rule, within the first twenty-four hours and 
rapidly involuting with slight pigmentation, so strongly resembles the 


8. Levy, D. M.: Ueber Bucky-Grenzstrahlen in der Dermatologie, Dermat. 
Wehnschr. 87:1903, 1928. 

9. Conrad, J.: Strahlentherapie 35:506, 1930. 

10. Gabriel, G.: Physikalische und biologische Untersuchungen tiber die soge- 
nannte Grenzstrahlung, Strahlentherapie 24:534, 1927. 

11. Martenstein, H., and Errgang, D. G.: Strahlentherapie 26:162, 1927. 

12. Rajewsky, B., and Gabriel, G.: Untersuchungen an sehr weichen Ront- 
genstrahlen, Strahlentherapie 30:308, 1928. 
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erythema of the ultraviolet rays as to render plausible Bucky’s assump- 
tion that Grenz ray may combine the biochemical properties of both 
modalities. This erythema can be easily differentiated from the so-called 
“electric” roentgen ray erythema occasionally seen aftet an intensive 
radiation by the regularity of its appearance even after mild dosage, its 
longer duration and the light pigmentation and tanning resulting from 
it. The extremely superficial penetration of the Grenz ray and the 
extremely mild nature of its late effects, in spite of its wavelength being 
located in the roentgen ray zone contiguous to the ultraviolet ray zone, is 
also suggestive that biochemically it may stand between the roentgen 
rays and the ultraviolet rays. In this connection, Bucky makes an inter- 
esting statement that the biologic effects do not show changes in direct 
proportion to the increase or decrease of the wavelength, and that defi- 
nite biologic effects characteristically arise within the compass of a rela- 
tively narrow wavelength. 

Granting even that Grenz rays are merely an end subdivision of the 
roentgen rays, it cannot be disputed that, topographically at least, they 
are located between zones of the roentgen ray proper and ultraviolet ray, 
and from this point of view can be properly designated as borderline. 
i. e., Grenz rays. This attitude was rightly assumed by all German 
writers who commonly use the name “Bucky’s Grenz ray.” 


CLINICAL REACTIONS OF THE GRENZ RAYS 


The clinical reactions to the Grenz ray sharply differ from those of 
the roentgen ray in basic characteristics, such as time of appearance, 
clinical involution and histopathologic changes. 

The primary erythema occurs after exposures to larger doses and 
after the complete involution results in faint tanning. After a lull of 
from a few days to two weeks, and occasionally more, a secoudary 
erythema of much greater intensity and much deeper hue develops rather 
suddenly. Gradually, the exposed area assumes the picture of an 
intensely .congested and inflamed surface, with perceptible edema and 
numerous minute papules and vesicles. The reaction is associated with 


considerable subjective discomfort, itching and burning. This reaction 
gradually subsides spontaneously or with bland protective applications 


in from two to four weeks, depending on the dosage of the exposure, 
and heals with desquamation and, finally, deep pigmentation. This pig- 
mentation is characterized by an extremely sluggish involution, taking 
many weeks and often months for complete resolution. In a peculiar 
manner, these pigmented areas do not always clear up in a uniform 
degree throughout the whole area, but leave scattered, irregularly pig- 
mented puncta, and also tend to clear up in the central areas more than 
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in the periphery, leaving in the final stages faint dark margins with 
slightly depigmented centers that are paler than the normal skin. 

In my experience, the degree of the intensity and persistence of the 
pigmentation does not depend entirely on the dosage given but to a per- 
ceptible degree on some variations of the pigmentary reactivity of indi- 
vidual skins which are at present unaccounted for. 


I can confirm the observation of other clinicians that in cases in 
which previous irradiation by roentgen rays or radium was given, the 
reactions to the Grenz rays were much more severe. In a patient with 
chronic keratotic palmar eczema who had received a number of biweekly 
one-fourth skin unit doses of roentgen rays, an acute and severe derma- 
titis of the papular vesicular type with considerable edema developed 
after one exposure to the Grenz rays. In spite of its alarming appear- 
ance, the reaction rapidly subsided, and in three or four weeks cleared 
completely, with the restitution of perfectly normal looking epidermis. 
In a case of keloid of the ankle in a woman with marked varicose veins 
a series of fractional radium doses (10 mg. hours) brought the keloid 
under control. Secondary eczema developed as an accidental complica- 
tion. Two small exposures to Grenz rays of 300r each produced a 
rather violent acute edematous reaction, which also promptly subsided 
without any late sequelae. 


RELATIVE SAFETY VERSUS ROENTGEN RAYS 


In the evaluation of a new therapeutic modality, the question of its 
relative safety in comparison with the old therapeutic agencies assumes 
paramount importance. 


Bucky’s original claim that because of the superficial penetrative 
ability of the Grenz ray no damage of the deep layers of the skin can 
develop even after large doses has not been confirmed by later investiga- 
tions of Gabriel,’® Martenstein,’’ Rajewsky,’*? Schreus ** and others. 
Several cases of telangiectasia and superficial atrophy have been 
reported. In only one of the early cases of my series, one of psoriasis 
of the penis, marked and diffuse telangiectasias have developed a year 
after one erythema dose (800r units) was given. Now, several years 
after the introduction of the Grenz ray, no cases of deep or serious 
injury, such as pronounced atrophy, epitheliomas, ulcer, gangrene or 
even severe cases of chronic roentgen ray dermatitis are reported. All 
European clinicians who have used Grenz ray in dermatoses (Kirsh,* 
Walter Scholtz,> Arzt,® Fuhs,’ Levy,’ Conrad,® and Spiethof,**) thor- 


13. Schreus, H.: Ist die Grenzstrahlentherapie der bisherigen Oberfiachen- 
therapie iiberlegen? Strahlentherapie 27:511, 1928. 

14. Spiethoff, B.: Indikationen und Dosierung der Buckyschen Weichstrahlen 
in der Dermatologie, Miinchen. med. Wchnschr. 75:1957 (Nov. 16) 1928. 
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oughly agree that while theoretically and experimentally the production 
of telangiectasia and superficial atrophy by the Grenz ray is possible, in 
practice with the use of ordinary therapeutic doses the danger of late 
degenerative sequelae is very remote and much less than with ordinary 
roentgen rays. 

In this country, in his recent review of the present status of the 
Grenz ray, McKee stated that “Grenz ray therapy is much safer than 
therapy with shorter wavelengths, for both deep and_ superficial 
purposes.” 

One important feature emphasized by all observers is the practical 
impossibility or, at least, great difficulty of producing epilation. This 
fact makes the Grenz ray a method of choice in the treatment of derma- 
toses of the scalp. For the same reason this also may provide an 
explanation of why the Grenz ray is not effective in dermatoses, such as 
mycotic sycosis and sycosis staphylogenes of the hairy regions in which 
epilation is regarded as a therapeutic conditio sine qua non. 

Mancellini*® who has made a.special study of the late sequelae 
occurring after Grenz rays stated that late degenerative changes have 
been reported only in a low percentage of cases, and were limited essen- 
tially to telangiectasias and superficial atrophy. These changes, which 
are similar to the mild changes due to roentgen rays, have been 
observed, according to Mancellini, only in cases in which excessive or 
repeated large doses were used or in which previous roentgen radiation 
had been used. He concluded that with ordinary care and average 
therapeutic doses the Grenz ray is a safe therapeutic agency. 

Bucky himself admits that the present reported dosage is far from 
standardized and is merely tentative. This statement can be easily con- 
curred with when one considers the tremendous fluctuation of dosage 
cited by different clinicians for the same type of dermatosis. 

The relative safety of the Grenz ray is well illustrated by the 
coefficient compiled by Kiistner '* from the list of averages of different 
clinics. A first degree reaction to roentgen rays is produced at 605r 
units, a second degree reaction at 660 r units and the third degree reac- 
tion at 750 r units; that is, an increase of 10 per cent over the erythema 
dose causes a second degree reaction and an increase of 18 per cent pro- 
duces a third degree reaction. In a striking contrast to this stands an 
observation by Fuhs that light erythema can be produced by the Grenz 
ray at 300 r units, and that the tenfold dose of 3,000 r units also pro- 
duces intense erythema and possibly vesiculation and edema, but not 
ulcers, deep atrophy or gangrene necrosis. 


15. Mancellini: Strahlentherapie 35:506, 1930. 
16. Kiistner, H.: Die Dosierung der Buckyschen Grenzstrahlen nach R-Ein- 
heiten mit dem Eichstandgerat, Strahlentherapie 27:124, 1927. 
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THE EMPIRIC DOSAGE OF GRENZ RAY VERSUS R UNITS 


In considering the problem of dosage in application to actinotherapy 
and roentgen ray modalities, two opposite conceptions suggest them- 
selves as alternatives: the empiric, clinically measured dosage and the 
dosage measured in standard units determined by mathematically exact 
and physically precise methods of measurement. 

The empiric dosage, which was developed first, is measured by the 
clinically found amount of actinic radiation necessary to produce a 
certain biochemical effect, such as erythema, accepted as a standard unit 
of clinical measurement. The empiric dosage is expressed in units of 
erythema or fractions thereof. 

In this country, the method of the indirect measurement worked out 
by McKee and based on the principle of clinical measurement of bio- 
chemical effects has been universally used for over a decade and is 
accepted as eminently effective and safe for clinical purposes. However, 
differences in the capacity of individual apparatus and tubes and various 
factors in the equipment and technic of individual operators renders 
extremely difficult a standardization of the dosage and duplication by 
one operator of the technic of the other. In view of this, a necessity 
arose for a physically exact unit of measurement that could be accepted 
as the international standard unit of roentgen ray. Such a unit was 
adopted at the International X-Ray Congress in 1927 under the name 
of r (roentgen) unit. The r unit is measured by an ionization chamber 
and expresses the quantity of roentgen radiation that produces in 1 cc. 
of atmospheric air at 0 and 76 cm. mercury pressure such a degree of 
conductivity that one electrostatic unit of charge is measured at satura- 
tion current. In spite of its universal theoretical acceptance, the r unit 
is but little used by dermatologists of this country. The reason for this 
is easily found. 

The clinician is primarily and essentially interested in the biologic 
effects of his dosage, and he can use r units only so far as he can express 
‘and measure with these units biologic effects of erythema and its frac- 
tions. The r unit or any other exact physical standard unit is useful to 
a clinician primarily as a check-up on the safety and reliability of his 
empiric dosage. But McKee’s indirect method of measurement, which 
is universally used in this country, has proved itself so safe and reliable 
as to render r units a luxury rather than a necessity. As to the capacity 
of r units to solve the problem of uniform recording and of duplicating 
technic, it seems that there are considerable technical difficulties in the 
way of the solution. Physicists, Glasser and Portmann," in discussing 


17. Glasser, O., and Portmann, U.: Physical and Clinical Foundations of 
Oversoft Roentgen-Ray (Grenz Ray) Therapy, Am. J. Roentgenol. 19:442 (May) 
1928. 
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the problem of calibration, stated the following conclusion after a 
calibration of one hundred and thirty different roentgen therapeutic 
apparatuses : 

We have found that under the identical working conditions, if we depend solely 
upon mechanical factors, the radiation output actually varies almost 100% with 
hard rays, as a deep therapy, and approximately 150% when light and unfiltered 
radiation is used, as in superficial and skin therapy. Any mathematical calculation 
or any mechanical transfer of a certain x-ray dose from one laboratory to another 
seems to be practically impossible on account of the variability of the machines 
and tubes. 


This statement by the theoretical physicists lends considerable sup- 
port to my personal feeling that the clinical value of a mechanically 
standardized and physically precise dosage is much overrated. There 
are two fundamental factors militating against the adoption by the 
clinician of the physically measured standard unit and the incorporation 
of it as a permanent element of his technic. 

‘The first factor, already mentioned, is that physically determined 
units do not measure directly the biologic clinical effects that constitute 
the only item of vital importance to the clinician. 

The other factor is of broader clinical concept and of deeper clinical 
significance. This factor is the impossibility for any mechanically per- 
fect and precise physical unit to specify the exact amount of actinic 
energy necessary for an individual case. In other words, no amount of 
mechanical perfection and precision in the equipment and dosage will 
ever solve the problem of therapeusis and relieve the clinician of the 
responsibility of using his clinical judgmemt to gage correctly the clinical 
reaction from a given treatment and to evaluate on a purely clinical 
basis the size and the frequency of actinic radiation to be given further. 
This constitutes the element of art in the practice of medicine which 
cannot be supplied by any mechanical means. The variations of the 
reactions to the same dosage of individual skins supply the basic reason 
why the dosage can never be mechanically standardized and rendered 
uniform, and why there will always be room for play and exercise of 
the clinical judgment of the operator. 


DOSAGE USED IN THIS SERIES 


In the series reported here the dosage at first was used on an empiric 
basis, as advised by Bucky in 1927, with subsequent changes suggested 
with the growth of personal experience. The full erythema unit was 
obtained by a four minute exposure, at a distance of 8 cm. of 0.8 kilo- 
volt, 0.8 milliampere. Fractional doses of shorter exposures and a 
target skin distance varying from 10 to 12 and 15 cm. were used in 
more superficial and milder dermatoses. 
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A special Wappler transformer and Muller tube were used. Later 
the tube was calibrated in r units by Dr. A. Warner, physicist of the 
University of California at Los Angeles. The technic of calibration is 
described by Dr. Warner as follows: 


The ionization chamber was a so-called standard “air chamber.” It was con- 
structed similarly to the one described by Professor William Duane of Harvard 
University. The use of such a chamber does away with the necessity of correcting 
for the effect of materials surrounding the chamber, and makes possible the direct 
evaluation of the intensity of the x-ray beam in “r” units. The beam from the 
tube was defined by means of a diaphragm 2 cm. in diameter placed 10.7 cm. from 
the target of the tube. The distance from the diaphragm to the ionization chamber 
was varied in order to determine the percentage absorption of the rays in air. 

Successive layers of celluloid, each 0.01 inch thick, were placed in the beam in 
order to determine the thickness of celluloid necessary to reduce the value of the 
intensity to one-half the value without filter. 


TaBLe 1.—R Units per Minute at Various Kilovoltage, Milliampere and Distance 
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A Leeds and Northrup High Sensitivity Galvanometer was used to measure 
the ionization current. This galvanometer was calibrated by means of a resistance 
network and a standard cell. 

The results embodied in the tables are probably not more than 5 per cent in 
error. 


Speaking generally, the calibrated dosage did not differ much from 
those clinically adopted, with the exception of the fractional doses at a dis- 
tance of 15 cm., which apparently were underdoses. Guided purely from 
clinical experience, the following dosages, estimated at 8 milliamperes 
and 8 kilovolts, are suggested as effective in various dermatoses : 


Epithelioma and keratoses: 3-4 minutes, corresponding to 1,300-1,800 r units 
with intervals of from three to four weeks. 

Tineas: 10 cm., 1-2 minutes, i. e., 340 r every week, or 12 cm., 2 minutes, 510 r 
every two weeks. 

Eczemas: 15-12 cm., 200-500 r units weekly or biweekly. 

Neurodermitis: 10 cm., 500 r units every two weeks. 

Psoriasis: 8-10 cm., 500-1,500 r units every two to four weeks. 

Pruritus ani, vulvae: 200-3,500 r units every week or two. 

Perléche: 15-12 cm., 2 minutes, 200-340 r units every five to eight days. 

Lupus vulgaris: 2-3 minutes, 8 cm., 860-1,300 r units every two to three weeks. 

Lupus erythematosus: 1 minute, 8 cm., 340 r units once every two weeks. 
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In the light of my personal experience these dosages are suggested as 
sufficiently potent to induce desirable clinical effects, yet safe enough not 
to produce deep degenerative sequelae. They should not be exceeded 


without good or special reasons. 

The doses of 3,000, 4,000, 6,000 and even 9,000 r units, recom- 
mended by Bucky and several European observers, seem to be extreme 
and unnecessarily hazardous for general use. The mere fact of being 
forced into the necessity of using such enormous doses to obtain clinical 
effects in deep infiltrating and keratosic radioresistant types of derma- 
toses seems to indicate that in virtue of its inherent properties, the 
Grenz ray is not suitable for the treatment of these types. 


Taste 2.—Value in R Units of Standard Treatments (8 Kilovolts) 


Time (Min.) Distance 8 Milliamperes 9 Milliamperes 10 Milliamperes 
8 860 960 1070 
10 510 570 640 
12 340 380 420 
15 200 225 250 
8 1440 1605 
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TABLE 3.—Value in R Units of Standard Treatments (9 Kilovolts) 


Time (Min.) Distance 8 Milliamperes 9 Milliamperes 10 Milliamperes 
8 1180 1330 1480 
10 720 810 900 
12 490 550 610 
15 290 330 370 
8 1770 1995 2220 


SELECTION OF CASES 


It is commonly observed in clinical experimentation with a new 
therapeutic agency that it is tried at random in a variety of conditions 
without due consideration of its inherent physical attributes and clinical 
properties. As a result, a greater number of failures than are merited 
are recorded and credited to the new agency while they are merely due 
to irrational selection of cases. To avoid this error, I selected only 
relatively superficial dermatoses not exceeding the penetration capacity 
of the Grenz ray. 

My intention was to test out the clinical value of the Grenz ray 
irrespective of its theoretical capacity to reduce and clear up certain 
types of lesions of the skin. To effect a proper evaluation of this 
nature, it was deemed necessary to take in consideration the sum total 
of all factors comprising an effective and clinically acceptable method 
of treatment, such as: time consumed in individual treatments and 


* 
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total periods of time necessary for a complete cure, cosmetic results or 
disabilities, the rapidity of the clinical effects sought for, the possibility 
of disagreeable or grave sequelae, practical availability and convenience 


of the method and technical weak or strong points. 


TABLE 4.—Dosage and Results in a Series of One Hundred Cases 








Superficial epithelioma 


Senile keratoses; incip- 
ient epitheliomas 


Uleerating leukoplakia 


of the tongue 


Psoriasis.... 


Epidermophytosis.. 


Eezema—chroniec and 


subacute 


Pruritus-ani... 


Neurodermatitis... 


Perléche 


Verrucae.. 


Lupus vulgaris... 


Lupus erythematosus. 


Herpes progenitalis.... 


Sycosis barbae... 


Folliculitis.. .. 


Results, Cured, Improved 
No Effects 


All lesions cleared up, but 
recurrence occurred in 
four cases 

All cleared up 

One extremely painful, the 
other cleared up after 
three fractional doses 


Superficial patches, cleared 
up but recurred 


Five cured, 4 improved, 6 
no results 


Three cured, 4 improved, 
6 no results 


All improved temporarily 


Cure in one case, slight or 
no results in the rest 


Cleared up temporarily 
No results 
No results 
No results after two or 


three treatments 


Cleared up after two 
treatments 


No results after three 
treatments 


No results after two 
treatments 


Dosage at 8 
Milliamperes, 
8 Kilovolts 


8 em. 3-4 min.; 1300 
to 1800 r; intervals, 
3 to 4 weeks 


Same dosage 


1,500 r, 00 r 


1,000 to 1,500 r, 2 to 
4 weeks 


340 r weekly, 
510 r biweekly 


200 r weekly, 
500 r biweekly 


200 r weekly, 
500 r biweekly 
500 r biweekly 
200 to 350 r, 4 to 
7 days 


1,500 to 1,000 r, 
every 3 weeks 


860 r every 2 weeks, 


1,300 r every 3 weeks 


340 r every week 


340 r weekly 


340 r weekly 


340 r weekly 


Comment 


Erythema reaction 
common but not 
constant 


Both lesions in one 
patient 


Lesions promptly 
recurred 

Results uncertain 
Results rather 
poor 

In general favor- 
able, worth trying 


in neurotie cases 


Results not 
favorable 


The whole series of cases was selected from private practice for the 


reason that private cases are more reliable for a follow-up observation. 


No fresh and acute cases were included in the series. No Grenz treat- 
ment was used in fresh and acute cases because such cases often clear 
up spontaneously or with a bland, local application. Only the cases that 
resisted local applications and ultraviolet light were selected for experi- 
mentation. No generalized cases were taken in the series because of the 
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disadvantage of the enormous expenditure of time and effort and 
because of the small aperture of the Grenz ray tube, should even the 
efficiency of Grenz ray radiation be proved. 


For the same reason no deep infiltrating and keratosic radioresistant 
dermatoses were included in the series, in spite of the favorable reports 
in the literature in several of these conditions, because of the unduly 
prolonged period of time and enormous doses required for the clinical 
control of these cases. The rationale of the action of the Grenz ray in 
these types of cases is not readily understood and is tentatively assumed 
to consist in the gradual reducing of these successive thin layers of the 
lesions. Multiple erythema doses are usually required and long rest 
intervals of from six to eight weeks necessitated, which prolong the 
total period of treatment far beyond that required by roentgen ray or 
radium. 

Many cases of dermatoses which are well controlled by the Grenz 
ray but which were located on the face, neck and hands were not 
included, owing to cosmetic considerations, because of the likelihood of 
the development of disfiguring persistent pigmentation. No attempts 
to check up the systemic and hematic effects of the Grenz ray were 
made. Also, no attempts to test the indirect systemic effects of the 
Grenz rays on lesions of the skin were made. Only the local actinic 
capacity of Grenz ray was subjected to a clinical test. 


EVALUATION OF THE THERAPEUTIC EFFICIENCY 


The results in my own series can be tabulated as follows: in thirteen 
cases of superficial epitheliomas, three of which were clinically of the 
pagetoid type, three results were eminently satisfactory. The lesions 
were cleared up by from one to three radiations of the intense erythema 
dose, but in four cases lesions recurred and had to be treated by other 
methods. Equally, sixteen cases of senile keratosic plaques and incipient 
epitheliomas cleared up, mostly after one intense erythema dose. 


A case of ulcerating leukoplakia of the tongue strikingly cleared up 
after one erythema dose with a considerable superficial reaction. Strik- 
ing symptomatic but temporary results were obtained in eight cases 
of psoriasis of the small plaque type; erythema intense doses are much 
more effective in such cases than suberythema doses. 


Favorable, but rather uncertain results were obtained in fifteen cases 
of scaly and vesicular types of plantar and palmar epidermophytosis. 
Five cases among these conditions which previously were resistant to 
treatment with ointments and even roentgen rays have cleared up 
permanently. In a few, the improvement was only temporary, and in 
others, the results were indifferent. 
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In thirteen cases of chronic, squamous, vesicular and subacute 
eczema of the small patch variety the results were mixed. In four cases, 
the condition has cleared up completely. In other words, the results 
were only temporary or indifferent. Favorable results were noted in 
four cases of seborrheic retro-auricular eczemas. 

Favorable results were obtained in five cases of localized anal 
pruritus of an apparently mycotic nature without secondary eczematiza- 
tion or lichenification. In one of four cases of neurodermatitis, that 
of a Japanese in whom the condition was limited to the scalp, the 
affection cleared up completely. In the rest, the results were temporary 
and not conclusive. Temporary improvement was obtained in two cases 
of perléche, and negative results in two cases of verrucae, one case of 
lupus vulgaris and two cases of lupus erythematosus. 

Basing the evaluation of the therapeutic efficiency of the Grenz ray 
on my personal experience in a series of 100 dermatologic cases, the 
following impression seems to be warranted. 

The original claim of Bucky that the Grenz ray will eventually dis- 
place the roentgen ray is too extravagant to require refutation. 

The Grenz ray, at best, can claim only an equal efficiency with a 
very superficial roentgen ray. It cannot even begin to compare with 
the roentgen ray in potency, penetration and rapidity of action in deep 
dermatoses and granulomas. Yet, in the limited field of superficial 
radiation the Grenz ray produces at times such spectacular results that 
its capacity for duplicating the therapeutic performances of the roentgen 
ray in this particular field cannot be denied or refuted. 

In spite of its therapeutic effectiveness, the technical disadvantage 
of a small aperture and the property of producing persistent pigmen- 
tations limit the field of the clinical usefulness of the Grenz ray so 
drastically as to render it indicated and suitable in only a small per- 
centage of dermatologic material. 


CONCLUSIONS 

1. From a clinical point of view, Grenz rays should be considered 
a separate therapeutic agency even if spectroscopically they are merely 
a part of the roentgen rays. 

2. Grenz rays are safer than roentgen rays, so far as deep injury 
of the skin is concerned; yet they are capable, even in therapeutic 
dosages, of producing superficial atrophy and telangiectases. 

3. Grenz rays can be substituted for roentgen rays in superficial 
conditions, but they are vastly inferior to roentgen rays in deep derma- 
toses and granulomas. 
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4. Grenz rays proved to be very effective in superficial epitheliomas, 
senile keratoses and superficial psoriasis. They are much less certain in 
squamous and vesicular tineas, chronic retro-auricular eczemas and anal 
pruritus. 

5. Grenz rays are preferable to roentgen rays in dermatoses of the 
scalp and the regions of the skin covering radiosensitive parenchymatous 
organs, such as the eyes, breasts and testicles. 

6. At the present stage of technical development, Grenz rays offer a 
definite but so limited field of clinical usefulness that they can be 
rightly considered a therapeutic luxury, even in the hands of a dermatol- 
ogist handling large clinical material. 























LICHEN PLANUS BULLOSUS 


REPORT OF A CASE 


D. E. H. CLEVELAND, M.D., C.M. 
VANCOUVER, B. C. 


Cases of bullous lichen planus that have been shown recently before 
dermatological societies have provoked some discussion. On the occa- 
sion of the presentation of one of these cases recently before the New 
York Dermatological Society,’ it was considered doubtful by some 
whether the few vesicles and bullae present were part of the lichen 
planus eruption. One speaker considered the case an example of the 
rare lichen planus pemphigoides. 

In another case, presented before the Chicago Dermatological 
Society,” there was a much more profuse eruption of bullae, some of 
which were hemorrhagic. Several of the members who discussed this 
case had seen such cases before ; apparently all were agreed in considering 
that the bullous lesions were part of the lichen planus eruption and that 
such cases were rare. 

It is believed that the following case furnishes a good example of this 
unusual type of lichen planus. 


REPORT OF A _ CASE 


History.—A bank teller, aged 23, born in Canada, was seen first on Dec. 18, 
1930. He complained of an itching raised eruption on the body and limbs. For 
several years he had had an eruption about the waist and on the popliteal regions 
and shins. 

Six weeks previously an acute eruption suddenly developed on the lower part of 
the abdomen and spread rapidly in all directions over the trunk and limbs. 
Apparently there had been moisture about the early lesions and an occasional 
pustule where there had been excoriations from scratching. Itching had been 
troublesome. The patient had not felt well at the time of onset, but at the time 
of his first visit he was feeling quite well. He had not had any previous ill health; 
he smoked more than moderately, and drank small amounts of alcoholic beverages 
occasionally. He had been under a nervous strain for about a year, as he was work- 
ing for a banking scholarship, on which he considered his future career depended. 

Examination.—The patient was above average height, spare in habit and well 
developed. There was a diffuse red, patchy, eruption on the lower part of the 
trunk, back, and frontal and inner surfaces of the thighs and flexor surfaces of the 


1. Lane, John E.: Hypertrophic Lichen Planus with Vesicle Formation, Arch. 
Dermat. & Syph. 24:919 (Nov.) 1931. 

2. Stillians, A. W.: Lichen Planus, Arch. Dermat. & Syph. 22:345 (Aug.) 
1930. 
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forearms. The individual lesions varied in diameter from that of a small coin to 
several centimeters and were irregularly rounded. Some resembled urticarial 
wheals but were poorly defined. The eruption was sparse elsewhere; it was absent 
on the palms and soles, head and neck. The patches coalesced into sheets in the 
dorsal lumbar region, the lower part of the abdomen, and on the anterior part of 
the forearms and wrists. They were slightly raised, and varied in color from dull 
pink with a lilaceous tinge to a brownish lilac. The eruption on the flexor sur- 
face of the forearm was of brighter color and was clearly seen to be composed of 
minute flat, glistening papules. When these papules occurred singly or in groups 
of two or three, they were polygonal. There was occasional slight furfuraceous 
scaling. The buccal mucous membrane of each cheek exhibited a group of three 
or four papules of the size of a large pinhead covered with whitish macerated 
epithelium. 

When the patient was first examined there were three or four tense vesicles with 
clear contents, about the size of a large pinhead, distributed irregularly on the 
anterior and inner surfaces of the thighs. They arose from skin that was appar- 
ently normal or slightly pinker than usual. When the patient’s attention was drawn 
to them he said that he thought that there had been some before on the abdomen 
which he had scratched open. During the first eight weeks that the patient was 
under treatment, many more bullous lesions appeared. Most of them were larger, 
some being over 1 cm. in diameter. They appeared on apparently normal skin; on 
a few occasions, very small ones appeared strung out like beads along the margin 
of a faintly erythematous patch, as in pemphigus. They had a tendency to appear 
in crops, usually a day or two before roentgen treatment was given, and became 
flaccid, ceased to itch and subsided rapidly after the treatment. The urine did not 
show any abnormalities except an amount of indican slightly in excess of normal. 
The red cells and hemoglobin showed no abnormal variations. At the time of the 
first examination, the leukocytes were 11,000, 60 per cent being polymorphonuclears, 
38 per cent lymphocytes and 2 per cent eosinophils. These figures did not vary in 
any important degree in subsequent counts, the leukocytes not rising above this 
figure and the eosinophils not going above 3 per cent. 

Course and Treatment.—Roentgen rays in fractional doses were administered at 
weekly intervals. No attempt was made to cover the entire affected area; only 
the locations where the lesions were most profuse, especially where the eruption 
formed sheets, were exposed. Thus the abdomen, loins, thighs, popliteal spaces and 
flexor surfaces of the forearms were treated regularly, with an occasional fourth 
of a unit administered to other parts. A bismuth cream with 1 per cent each of 
phenol and menthol was ordered for general use. Mercuric succinimide in % grain 
(0.032 Gm.) doses was given intramuscularly every three days. At the end of nine 
weeks all bullae had ceased to appear, and there was almost complete freedom from 
itching. 

Treatment with mercury and roentgen rays was then discontinued, as these 
remedies appeared to have served their purpose, and all typical lichen planus lesions 
had disappeared. For a further period of seven weeks the thighs and legs on which 
the lesions were clearing up more slowly than on other parts and which still itched 
occasionally received air-cooled ultraviolet irradiation. 

At the end of this time, the patient was free from eruption, had no discomfort 
and had gained in weight. He was accordingly discharged. 

He was seen once more eight months later, when he stated that an occasional 
small group of papules had appeared infrequently but gave him no trouble. He 
exhibited two or three small annular groups of typical lichen planus papules on the 
upper part of the thighs. 
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SUMMARY 


Sullous lesions are occasionally seen as rare complications of lichen 


planus and are probably a part of the eruptive picture. 
A case of lichen planus bullosus in which bullous lesions were numer- 


ous, and which responded satisfactorily to treatment with roentgen rays 
and intramuscular injections of mercury, is described. 


603 Medical-Dental Building. 





SPINAL FLUID IN SYPHILIS 


il. A COMPARATIVE STUDY OF FIVE HUNDRED AND TWENTY-TWO 
SPINAL FLUIDS BY COMPLEMENT-FIXATION AND MICROSCOPIC 
SLIDE PRECIPITATION TESTS; A PRELIMINARY REPORT 


LEO SPIEGEL, M.D. 


JOSEPH JORDAN ELLER, M.D. 
AND 


CHARLES ROBERT REIN, M.D. 


NEW YORK 


It is generally conceded that for serologic diagnosis of syphilis and 
for guidance in therapy, two or more procedures should be used, includ- 
ing a complement-fixation test of proved sensitivity and reliability. 

Our object in this paper is to compare the results of the complement- 
fixation and the microscopic slide precipitation tests’ in identical sam- 
ples of spinal fluid, and to correlate these findings with the clinical data 
and also with the quantitative total protein and globulin determinations 
by the method of Exton and Rose.’ 


Since discrepancies between tests as reported by most authors are 


mainly in the tests in patients undergoing treatment, we grouped our 
cases according to clinical diagnosis, with notations as to whether or not 
treatment had been instituted before coming under observation. 


MATERIAL STUDIED AND METHOD OF PROCEDURE 
The patients studied were from the department of dermatology and 
syphilology of the Lenox Hill Hospital and Dispensary. This paper 
deals with 522 examinations of spinal fluid from 317 patients. All 
spinal fluids were obtained by suboccipital puncture. A sufficient quan- 


Read at the Annual Meeting of the Medical Society of the State of New York, 
Section on Dermatology and Syphilology, Buffalo, May 23, 1932. 

From the Departments of Dermatology and Syphilology, Lenox Hill Hospital 
and New York University Medical College, services of Dr. Howard Fox. 

1. Kline, B. S., and Rein, C. R.: A Microscopic Slide Precipitation Test for 
Syphilis with Spinal Fluid, J. Lab. & Clin. Med. 16:398 (Jan.) 1931. Eller, 
Joseph J., and Rein, C. R.: The Microscopic Slide Precipitation Test for Syphilis 
with Spinal Fluid, New York State J. Med. 32:71 (Jan. 15) 1932. 

2. Exton, W. G., and Rose, A. R.: Clinical Determination of Albumin Globu- 
lin Ratio in Spinal Fluid, J. A. M. A. 96:36 (Jan. 3) 1931. Exton, W. G.: The 
Junior Scopometer, ibid. 92:708 (March 2) 1929. 
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tity was sent to the laboratory for the complement-fixation test, cell 
count, colloidal gold reaction and Pandy and Nonne Apelt tests. A sec- 
ond portion was examined (Dr. Spiegel) for the total protein and 
globulin fractions. The microscopic slide precipitation tests were per- 
formed (Dr. Eller and Dr. Rein) on a third portion. All results were 
read independently; the discrepancies that occurred will be discussed 
later. 


For the complement-fixation tests, a guinea-pig heart antigen con- 
taining 4 mg. of cholesterol per cubic centimeter of antigen, and a 
standardized amboceptor of 1: 1,000 were used with icebox fixation for 
three hours. The complement-fixation tests on the spinal fluid from this 
laboratory are reported quantitatively in five dilutions, ranging from 
1 to 0.1 cc. For the sake of brevity and to avoid ambiguities in inter- 
pretation, we have reported these tests, except as noted in the tables, as 
positive, doubtful and negative. 


The diagnostic significance of determining and evaluating the total 
protein and globulin fractions in spinal fluid by the method of Exton 
and Rose,? as shown in a previous report by one of us,® has been of 
inestimable value in correlating the results of the serologic tests in this 
study. These determinations not only offer a clinical means of confirm- 
ing and substantiating the accuracy of the serologic tests, but they 
also serve as indicators of therapeutic efficiency and are as well of prog- 
nostic significance. However, it must not be inferred that these tests 
are a replacement for either the complement-fixation or the slide test. 


Although the upper limits of “normal” for total protein cannot be 
established at any definite figure, we arbitrarily decided to call a spinal 
fluid containing 16 mg. of protein per hundred cubic centimeters pos- 
sibly pathologic. Therefore, fluids containing less than 16 mg. per 
hundred cubic centimeters were considered normal, if no globulin was 
present, and fluids containing over 16 mg. per hundred cubic centi- 
meters were considered pathologic. In evaluating protein and globulin 
increase the age factor must be taken into consideration as changes 
incident to increasing years (over 50 years of age) frequently increase 
the amount of protein and globulin. 

In a previous paper * regarding the determination of globulin, it was 
stated that owing to the difficulty of reading minute turbidities with the 
junior scopometer,’ all readings below eight were recorded as one plus, 
which includes turbidities up to 2 mg. of globulin. Turbidities giving 
readings of less than four on the scale of the junior scopometer have 
been recorded as zero, since such slight turbidities may not be due to 
globulin. 


3. Spiegel, Leo: The Spinal Fluid in Syphilis: I. The Clinical Significance 
of the Total Protein and Globulin, Arch. Dermat. & Syph. 25:1071 (June) 1932. 
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GROUP 1: CASES FOR DIAGNOSIS 


Group 1 consisted of 159 patients in whom the diagnosis of syphilis 
had either been made or suspected and in which 171 examinations of 
the spinal fluid were required to rule out the possibility of cerebrospinal 
involvement. The serologic tests agreed in 161 examinations of the 
spinal fluid, or in 94.1 per cent. These findings corresponded closely 
with the clinical diagnoses and the protein determinations. There were 
10 discrepancies with 8 positive slide tests, and corresponding negative 
complement-fixation tests (cases 2, 3, 6, 12, 14, 15, 16, 17, 18 and 19, 
table 1). If the complement-fixation test had been used alone, 4 cases 
(nos. 6, 15, 16 and 17) of asymptomatic neurosyphilis would have 
been missed in this group, as proved by subsequent reexamination of 
the spinal fluid. In cases 6 and 15 there was also a definite globulin 
increase. In 3 of the cases (nos. 3, 12 and 19) further study and 
observation of the spinal fluid must still be made before a final diag- 
nosis of asymptomatic neurosyphilis can be substantiated, although the 
increased cell count in case 19 verifies the slide and protein tests. There 
were 2 cases (nos. 2 and 14) that gave negative slide reactions and 
positive complement-fixation readings. In case 2, the patient, a child 
aged 9 years, with congenital syphilis, had been under treatment for 
the past three years, and on the last examination of the spinal fluid all 
tests were negative. In case 14, the first examination of the spinal fluid 
gave a negative reaction with the slide test, but was positive on 5 sub- 
sequent reexaminations, the diagnosis of asymptomatic neurosyphilis 
having been verified by numerous previous examinations of the spinal 
fluid before this study had been undertaken; the globulin increase also 
verified the diagnosis. Case 17 (table 1 and 3) came under obser- 
vation only recently, but in subsequent reexamination of the spinal 
fluid, as shown in this report under the group under treatment, the 
complement-fixation tests as well as the protein determinations have 
remained negative whereas the pathologic cell counts verify the positive 
slide tests in arriving at a diagnosis of asymptomatic neurosyphilis. 

The importance of corroborating a complement-fixation test with 
the more sensitive exclusion slide test is well illustrated in case 6 
(table 1) in which this test, as well as the globulin increase, gave the 
first indication of a pathologic fluid which was verified by 2 subse- 
quent reexaminations. Furthermore, the importance of verifying and 
not relying on any one test as diagnostic in cases of syphilis in which 
cerebrospinal involvement is suspected is shown in case 18 (table 1) 
in which the positive slide test, on reexamination of the spinal fluid, 
was negative and in agreement with the other tests. 


In cases of latent syphilis or in cases in which treatment is being 
given, weakly positive reactions with the diagnostic as well as strongly 
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positive exclusion tests must not be ignored, but should be employed 
in conjunction with the protein determinations to supplement clinical 
judgment. 

In correlating the protein determinations with the serologic and the 
clinical data in this series, there were 3 cases (nos. 1, 5 and 8, table 1) 
in which there was a considerable increase of protein, with negative 
serologic tests ; the diagnosis of syphilis as a causative factor was ruled 
out after continued clinical observation. In case 9, the globulin increase 
is due to the incidence of increasing years, as has been shown in a pre- 
vious report by one of us (Dr. Spiegel). Cases 4, 7, 10, 11 and 13 
are cases of latent syphilis, the infection dating back over a considerable 
period of time, and have not been observed sufficiently long for us 
to offer an opinion; nevertheless, the evident pathologic increase of 
protein in these cases warrants further study to rule out possible early 
cerebrospinal involvement. 


GROUP 2: FIRST EXAMINATION OF THE SPINAL FLUID BY 
THE SLIDE TEST IN KNOWN CASES OF CLINICAL 
NEUROSYPHILIS 

Group 2 includes 80 patients with cerebrospinal syphilis, who were 
under observation or treatment when this study was undertaken. In 
this series of 80 examinations of the spinal fluid there was agreement 
between the complement-fixation and the slide tests in 78.75 per cent 
of the cases. Seventeen disagreements, or 21.25 per cent, were noted. 
In correlating the slide test with the protein determinations there were 
14 disagreements, or 17.5 per cent. Table 2 discloses the discrepancies 
of these cases through 27 complete analyses of the spinal fluid. 

Sixteen cases gave positive slide reactions with both the diagnostic 
and exclusion tests when the complement-fixation tests were negative. 
In 11 cases (nos. 21, 22, 23, 24, 25, 26, 29, 36, 39, 45 and 46, table 2) 
the positive slide tests indicated that further therapy was necessary, 
the protein determinations verifying these findings. In cases 31, 32 
and 39 (tables 2 and 3), the protein fractions did not agree with the 
serologic tests in 2 of the examinations, but subsequent reexamination 
of the spinal fluid indicated the need for further therapy. In only 
1 case (no. 28, tables 2 and 3) in which the complement-fixation test 
was positive did the slide test fail, but the increased protein verified the 
complement-fixation test and the clinical findings. In three other cases 
(nos. 37, 40 and 43, table 2) there was also a definite protein increase 
with negative slide and complement-fixation reactions. These 4 cases 


definitely show the absence of the reacting substances in some cases of 


neurosyphilis. Subsequent reexamination of the spinal fluid in cases 
28 and 37 (table 3) substantiates this finding. The advisability of 
continuing therapy in patients clinically negative and symptom-free, as 
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shown in cases 20. 33. 34. 35. 38 and 44 (table 2) in which the slide 
ests remain persistently positive, is still a matter for future investi- 
vation. ‘These cases must be judged by the clinical syphilologist who 
is in intimate touch with the patient. Although a considerable number 
of cases of neurosyphilis have given negative reactions with the slide 
test, following intensive therapy, the fact that the patient and not the 
reaction should be treated cannot be overemphasized. 

In cases in which treatment has been given, the interpretation of 
weakly positive reactions with the slide test, as previously mentioned, 
cannot be evaluated by one examination. It is only after several 
reexaminations of a spinal fluid in conjunction with the protein deter- 
minations, inasmuch as the other concomitant reactions have in all 
instances by this time become negative, that final judgment may be 
passed. In case 41 (tables 2 and 3), the protein fractions did not agree 
with the slide test on the first examination. Case 42 gave strong reac- 
tions with the slide tests and requires further study. 


GROUP 3: CASES OF NEUROSYPHILIS UNDER TREAT 
MENT AND OBSERVATION 

Group 3 comprises 71 patients who were undergoing treatment for 
neurosyphilis and on whom 271 spinal fluid tests had been made for the 
purpose of treatment and observation. There was agreement in 224 
examinations, or 82.6 per cent, between the complement-tixation and 
slide precipitation tests. The disagreements amounted to 47 tests in 
28 cases, or 17.4 per cent. Twelve of these cases with 73 examinations 
of the spinal fluid are tabulated in detail in table 3 and illustrate the 
disagreement between the complement-fixation and slide precipitation 
tests, and also the inconsistencies in the reactions in some of the patients 
undergoing treatment. Forty-four tests gave positive slide reactions 
with negative complement-fixation reactions. These findings show the 
persistency with which the slide reactions remain positive in patients 
undergoing intensive therapy when the other tests have become negative. 
Only 3 tests, in cases 28, 47 and 49 (table 3), showed positive 
complement-fixation with negative slide precipitation reactions. 

In correlating the slide test with the total protein and globulin frac- 
tions, the following results were obtained. There was agreement in 
228 examinations, or 84.1 per cent. The disagreements amounted to 


43 tests and occurred in 25 cases. In 12 of these cases further therapy 


was indicated, irrespective of some of the negative protein tests, as 
can be seen from a study of some of these cases (nos. 17, 28, 31, 39, 
41, 47 and 48, table 3). Thirteen patients, as illustrated by cases 35 
and 49 (table 3), possibly require no further treatment, although the 
slide reactions remain positive. 
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CONCLUSIONS 

1. The examination of 522 spinal fluids shows definitely that th 
microscopic slide precipitation test is much more sensitive than the 
complement-fixation test. 

2. In treated patients positive slide precipitation tests are much 
more persistent than complement-fixation tests, even beyond the point 
where clinical evidence does not show any indication for treatment. 

3. The results of the protein and slide precipitation tests correlate 
closer than do either of them with the complement-fixation tests ; they 
are also much more consistent on repetition. For prognosis and 
therapy, the protein tests are especially helpful. 

4. Cases of neurosyphilis in which intensive treatment is employed 
are closer to a clinical cure when protein and slide precipitation tests 
become negative than when less sensitive tests are used. 


5. In examination of the spinal fluid, no single test should be con- 


sidered diagnostic unless confirmed by at least one other properly 


selected test, or better in doubtful cases by reexamination of the spinal 
fluid. 

6. To obtain the utmost in spinal fluid serologic diagnosis, the 
complement-fixation and slide precipitation tests with the total protein 
and globulin determinations should be utilized. 

241 West 100th Street. 

100 West 59th Street 





SYPHILITIC BURSOPATHY OF VERNEUIL 
REPORT OF A _ CASE 
NORMAN N. EPSTEIN, M.D. 
AND 


RICHARD FRIEDLANDER, M.D. 


SAN FRANCISCO 


Syphilitic bursitis is one of the uncommon manifestations of 


acquired syphilis. Garner and Schoch' recently reported two cases of 
the type of syphilitic bursopathy described by Verneuil and reviewed the 
literature on the subject. The following case is the only example of 
this condition that has been seen in the syphilis clinic of the University 
of California Hospital outpatient department in recent years. 


REPORT OF CASE 


V. K., a white woman, aged 42, was first seen on Oct. 17, 1931, complaining 
of intermittent painful swelling of the left knee following a fall two years 
previously, while skating. At that time the injured left knee became swollen and 
painful on motion, but there was no local redness. Owing to this pain, she was 
forced to remain off her feet as much as possible for about six months. The 
symptoms then subsided and caused no further discomfort until two months prior 
to examination, when the left knee again began to enlarge and become quite pain- 
ful on motion. Coincident with this an cruption appeared over the region of the 
left patella 

The patient denied having had a syphilitic infection, and there was nothing of 
importance in her past history except one spontaneous miscarriage. 

Physical examination gave entirely negative results, except for the condition 
of the left knee. There were a number of grouped indolent nodules the size of a 
pea, some of which had healed, leaving depressed scars overlying the patella and 
tibial tubercle. One such lesion was crusted and rupial. The entire area involved 
was moderately pigmented and gave the appearance of an ulceronodular syphilo- 
derm. The left knee was noticeably larger than the right, particularly in the 
prepatellar region, where there was localized swelling. This enlargement pre- 
sented none of the signs of an acute inflammatory process, but on palpation fluctua- 
tion was elicited, indicating the presence of fluid. 

Roentgen examination of the affected knee joint revealed no bony or periosteal 
pathologic process. The Wassermann (Kolmer) and Kahn tests of the blood were 
strongly positive. 


From the Division of Dermatology, University of California Medical School 
1. Garner, V. V., and Schoch, A. G.: Syphilitic Bursopathy of Verneuil, Arch 
Dermat. & Syph. 24:591 (Oct.) 1931. 
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ig. 1-—Left knee before therapy (Oct. 20, 1931). 


Quadriceps 
Z igamen t 


Ce Gosule Aight Anee 





lig. 2—Anatomy of knee joint showing position of the affected bursae (from 


Gray's “Anatomy” ). 
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A course of antisyphilitic therapy, consisting of potassium iodide, 0.6 Gm. three 
times daily, supplemented by bismuth, 0.2 Gm. intragluteally once weekly, was 
instituted on Oct. 20, 1931. By November 6, pain in the knee had completely dis- 
appeared, and examination on Jan. 20, 1932, showed the involution of the cutaneous 
lesions present at the first inspection. There still remained, however, some hyper- 
pigmented scars over the patella. Slight enlargement of the knee just above the 
patella persisted, but to a much less degree. 


COMMENT 
In view of Garner and Schoch’s recent report on this subject, it is 
hardly necessary to repeat the essential clinical facts that distinguish 
Verneuil’s bursopathy. The case presented here illustrates syphilitic 


bursopathy of the left prepatellar and patellar bursae which occurred in 


a patient with late syphilis. There was a definite history of preceding 
trauma. The patient suffered moderate pain, but there was no redden- 
ing of the swollen bursae. The skin over the left knee was involved in 
an ulcerative eruption of tertiary syphilis. Roentgenograms of the knee 
joint were negative. The Wassermann and Kahn tests of the blood 
were strongly positive. Following therapy with bismuth and iodides, 
the eruption cleared promptly, the symptoms of pain disappeared, and 


the bursae became definitely less swollen. 





RHINOPHYMA 


WITH UNUSUAL INVOLVEMENT OF THE CHIN 


WILEY M. SAMS, M.D. 
Research Assistant in Dermatology and Syphilology, University of Michigan 
Medical School 


ANN ARBOR, MICH. 


Rhinophyma with tumefaction of a similar type occurring elsewhere 
on the face has seldom been reported. Stelwagon! mentioned that 
thickening of the skin on the forehead and chin has been found asso- 
ciated with the hypertrophic lesions on the nose. A similar statement 


* reported three cases of rhinophyma 


was made by Thibierge.* Gibbon ‘ 
in which the condition was treated by decortication ; one of the patients 
presented small sessile masses of hypertrophic skin on the cheeks. In no 


instance was there marked formation of tumors except on the nose, while 
in the case to be reported the condition was most marked on the chin. 


REPORT OF A _ CASE 


History.—Mrs. V. K., aged 21, entered the clinic on July 7, 1931, with lesions 
on the nose and chin which had their onset four years before and had gradually 
increased in size. She related that the condition started with small “pimples” over 
the nose and chin which gradually increased in number and spread to involve the 
entire face. She had received no treatment until about one year prior to admission, 
at which time she had a series of treatments with ultraviolet rays sufficient to 
produce erythema and desquamation. Following this, local applications of several 
medicaments were used. 

There was no history of gastro-intestinal disturbance and no constipation. 
Menstruation began at the age of 13; the menses had been regular since that time, 
with no dysmenorrhea. The patient had been married four years; she had one 
child 2 years old, and had had no other pregnancies. She denied having used 
alcohol, and said that she had rarely used tea or coffee. There was no history of 
trauma to the nose or chin or of any*unusual-expesure of the face to excessive 
heat or cold. The family history was unimportant. 

Examination.—The condition was confined to the face, and the appearance was 
striking (fig. 1). Over the cheeks and forehead were many sebaceous cysts the 

Studies and Contributions of the Department of Dermatology and Syphilology, 
University of Michigan Medical School, service of Dr. Udo J. Wile. 

1. Stelwagon, H. W.: A Treatise on Diseases of the Skin, Philadelphia, 
W. B. Saunders Company, 1921, p. 1115. 

2. Thibierge, in Besnier, E.; Brocq, L., and Jacquet, L.: La pratique dermat- 
ologique, Paris, Masson & Cie, 1900, vol. 1, p. 247. 

3. Gibbon, J. H.: Ann. Surg. 70:169 (Aug.) 1919. 
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-Photomicrograph of section from the chia. 
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size of a pinhead. A few of these were pustular. Over the lower half of the nos¢ 
but sparing the tip and the alae, there was marked thickening, with deep-seated 
pustules and dilated sebaceous orifices. From these sebaceous and purulent mate 
rial was easily expressed. The lesion was dull bluish red. There was no local 
tenderness and no increased local heat. Telangiectasia was not marked, dilated 
biood vessels being present only around the nasolabial folds. The chin presented 
a similar but more marked picture. The nodules and pustules were larger; the 








chin projected from 1.5 to 2 cm. beyond the normal contour, and the mass was 
firm and rather fibrous. 

General examination gave negative results. Examination of the nose and throat 
revealed no pathologic changes, and gynecologic examination disclosed no_ pelvic 
trouble. 

Because of the unusual distribution of the lesions, a biopsy specimen was taken 
from the chin. The sections did not reveal the degree of hyperplasia of the seba- 
ceous glands that was expected, but showed a well marked chronic inflammatory 


process in the dermis with an infiltration of mononuclear cells, including both 
plasma cells and lymphocytes. There were fibrosis with newly forming blood 
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vessels and connective tissue, congestion and edema. Edema was well marked in 
the basal cell layer of the epidermis with wandering leukocytes between the cells, 
while the rete pegs were flattened. 

Course and Treatment.—Local therapy combined with roentgen treatment for 
four months produced about 30 per cent involution. The nodules were less promi- 
nent, pustulation was almost absent, and the activity of the sebaceous glands was 
greatly diminished. The patient was then transferred to the surgery department 
for operative treatment. The nose was decorticated and allowed to granulate, 
while the tumor was removed from the chin and the defect repaired with a pedicle 
flap from the left arm. 

On microscopic examination, material removed from the nose revealed the same 
histopathologic picture as that from the chin. The epidermis showed little change, 
except for flattening of the rete cones. The orifices of the sebaceous glands were 
dilated and filled with horny plugs, some showing an acute inflammatory process 
with many cocci and bacilli and a purulent exudate. The ducts of the sebaceous 
glands were elongated and extended fairly deep into the hyperplastic glands (fig. 2). 
Hair structures were small and not numerous. 

Surrounding the glands and hair follicles and extending from the subpapillary 
region deep into the underlying subcutaneous tissue was an extensive round cell 
infiltration. In addition, there were many circumscribed tubercles, a fair number 
of which contained giant cells, without caseation, however. Figure 3 shows a 
typical tubercle. Plasma cells, mast cells, lymphocytes and newly forming connec- 
tive tissue cells were present in large numbers. 

The connective tissue was loose and edematous, with many newly forming blood 
vessels and dilated vessels beneath the epidermis. Elastic fibers were entirely 
absent in the fibrous regions, but a framework still surrounded the glands and 
extended along the subpapillary layer. 

This pathologic picture agreed entirely with that described by Wende and 
Bentz.* Giant cells were reported as frequently present by McCarthy. Tubercle 
bacilli could not be demonstrated in the sections, and subsequent investigation for 
tuberculosis, including roentgen studies and tuberculin tests, gave entirely negative 
results. 

SUMMARY 


1. A case of rhinophyma with unique involvement of the chin is 


reported. 
2. Of the etiologic factors mentioned as possible or contributing 
causes of rosacea and rhinophyma, not one was found in this case. 


4. Wende, G. W., and Bentz, C. A.: J. Cutan. Dis. 22:447 (Oct.) 1904. 
5. McCarthy, Lee: Histopathology of Skin Diseases, St. Louis, C. V. Mosby 
Company, 1931, p. 228. 





BENIGN EPIDERMAL NEOPLASMS 


S. WILLIAM BECKER, M.D. 


CHICAGO 


When a pathologic classification of tumors is studied, one notes a 
gap and a discrepancy in the part concerned with epidermal neoplasms. 
The following is a portion of the classification as usually given: 


Tissue Benign Neoplasms Malignant Neoplasms 


Fibrous Fibroma Fibrosarcoma 
Adipose Lipoma Liposarcoma 
Cartilaginous Chondroma Chondrosarcoma 
Osseous Osteoma Osteosarcoma 
Muscular Myoma Myosarcoma 
Glandular Adenoma Adenocarcinoma 
Epidermal ( Epithelial) ? Epithelioma 


Certain tumors produced by dysgenesis of various glandular and 
follicular structures in the skin are called benign epitheliomas (multiple 
benign cystic epithelioma, acanthoma adenoides cysticum, syringo cyst 
adenoma, tricho-epithelioma papillosum multiplex), the designation 
depending on the histologic picture and the supposed origin. One might 
consider the possibility that benign epidermal neoplasms do not occur, 
but this idea is not in keeping with the primitive nature of epithelial 
tissue, especially that of the epidermis, and for this reason benign epider- 
mal neoplasms should be as frequent as the benign neoplasms of some of 
the tissues aforementioned. Gans! stated that no sharp line can be 
drawn between benign and malignant epithelial tumors, but he did not 
mention benign neoplastic tumors of the skin, although he stated that 
nevi are often classified as benign neoplasms as a result of Krompecher’s 
studies. Masson ®* called attention to the fact that the classics do not 
distinguish between hyperplastic tumors and benign neoplasms. He has 
not seen any didermic tumors of the skin that possess the characteristic 
properties of autonomy and indefinite growth. He therefore felt com- 
pelled to omit the rubric “benign epidermal neoplasms.” 

I question the necessity of the assumption of the property of 
indefinite growth for identification of benign neoplasms, since fibromas, 
lipomas and other benign neoplasms of the skin do not often show this 


property. The possibility suggested itself that if the various growths 


From the Division of Dermatology of the Department of Medicine of the 
University of Chicago. 

1. Gans, O.: Histologie der Hautkrankheiten, Berlin, Julius Springer, 1928. 
2. Masson, P.: Les tumeurs, Paris, E. Maloine et fils, 1923. 
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of the epidermis were critically examined, some of them might he 


placed in the group of benign epidermal neoplasms, thereby filling the 


gap that exists at present in the classification of tumors. Some epithelial 
tumors have been proved to be infectious, such as molluscum con- 
tagiosum, condyloma acuminatum, verruca vulgaris and verruca planum. 
Pigmented nevi can scarcely be considered here, since there is consider- 
able doubt that nevus cells have a true epithelial origin. The lesions 
of von Recklinghausen’s neurofibromatosis and fibroma molle are con- 


nective tissue tumors. 





Fig. 1—A, tumor on right upper part of abdomen; several smaller lesions are 
also seen. 8, tumor on right temple. 


VERRUCA SENILIS 

There is one well known type of tumor, however, that has not been 
proved to be infectious, and that will bear careful scrutiny, namely, the 
so-called seborrheic or senile verruca. Since it probably has nothing 
to do with seborrhea, the latter designation will be used. This is 2 
lesion consisting largely of epithelial proliferation and thickening, mainly 
hyperplasia of epidermal cells. The lesions are yellowish brown and 
elevated, varying in size up to several centimeters in diameter in rare 
cases and having an irregular surface. They are found more frequently 
in patients past middle life, when neoplasms of the skin are more fre- 
quent and infectious lesions of the skin less frequent; they are usually 
multiple, but rarely numerous, and tend to enlarge and to increase in 
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number. They undergo carcinomatous degeneration rarely, if reports 
in the literature are an index. The following cases have been studied 
at the university clinics. 
REPORT OF CASES 

Case 1—A woman, aged 59, had had a lesion on the upper part of the abdomen 
for several years (fig. 1, 4). Subjective symptoms had been absent. The growth, 
a soft, brown, verrucous lesion, was excised. Histologic study showed that the 
tumor was essentially an upward growth of epithelial cells, with moderate increase 
of loosely arranged, cornified cells. A diagnosis of senile verruca was made. 

Case 2.—A man, aged 42, had had a brownish macule on his right temple 
(fig. 1, B) since he could remember, which had enlarged for three years. It was 





Fig. 2 (case 2).—Section of tumor (low power). The epithelial hyperplasia 


far outweighs any papillary overgrowth. Hemalum, erythrosin, saffron stain. 


a soft verrucous lesion, about 1 x 1 cm., elevated about 2 mm. It was excised, 
and histologic study showed the same condition as seen in case 1 (fig. 2). 

Case 3.—A physician, aged 52, presented a small lesion on the back, which 
had been noticed for two months, and which was increasing in size. It was a 
smooth, semiglobular, firm, erythematous lesion, 4x 4x 2mm. It had the appear- 
ance of a basal cell carcinoma. Histologic study revealed epithelial overgrowth 
(fig. 3) projecting upward, of a slightly different type than that found in cases 
1 and 2. The chief difference was in the preponderance of epithelial cells over 
papillae and the almost total absence of stratum corneum. The nature of the cells 
was the same as in the other cases, and they will be described together. 


Careful histologic study revealed that the tumors consisted essentially 
of epithelial hyperplasia, but not of the inflammatory type known as 
acanthosis, found especially in condyloma acuminatum. In the latter 


the cells are large, distinctly separated and connected by regularly placed 
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intercellular bridges with a thickening of each bridge midway between 
the cells (fig. 4). This regularity of the intercellular bridges is seen 
just above the basal layer, and most of the cells are prickle cells. In 
senile verruca, on the other hand, the cells are more nearly of the basal 
cell type for many layers (fig. 5), and assume the prickle cell form 
only near the stratum granulosum, if at all. The cells are small and 
close together, and the intercellular bridges are short and irregularly 
placed, and do not show swellings except near the stratum granulosum. 








Fig. 3 (case 3).—Section (low power). The lesion consists of almost solid 
epithelial tissue with barely enough papillary overgrowth for nutritional purposes. 
Hemalum, erythrosin, saffron stain. 


This condition is more nearly that found in basal cell carcinoma than 
that in acanthotic processes. The growth of the tumor is outward and 


not inward as in malignant epidermal neoplasms. 


NATURE OF SENILE VERRUCA 
MacCallum * classed verrucous tumors as papillomas, meaning 
thereby tumors of lobulated or papillary form in which each fold or 


3. MacCallum, W. G.: A Text-Book of Pathology, ed. 3, Philadelphia, W. B. 
Saunders Company, 1924. 
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offshoot of the epithelial layer has a central core of connective tissue 


and blood vessels. Boyd,* Karsner,® and Delafield and Prudden ® also 


called senile verruca papilloma. Darier* classed senile verrucae as 
delayed nevi. Jadassohn * stated that the linear arrangement suggests 


Fig. 4—Section of condyloma acuminatum (oil immersion; high power), show- 
ing acanthosis with prickle cells just above the basal portion. Held’s hematoxylin 
stain for intercellular bridges. 


4. Boyd, W.: Surgical Pathology, Philadelphia, W. B. Saunders Company, 
1929. 

5. Karsner: Human Pathology, Philadelphia, J. B. Lippincott Company, 1926. 

6. Delafield, F., and Prudden, T. M.: A Text Book of Pathology, New York, 
William Wood & Company, 1925. 

7. Darier, J.: Précis de dermatologie, Paris, Masson & Cie, 1928. 

8. Jadassohn, J., in Darier, J.: Grundriss der Dermatologie, Berlin, Julius 
Springer, 1913. 
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an infectious origin, although his efforts at inoculation had been unsuc- 


cessful. The etiology of senile verrucae is not considered in most 


American dermatologic textbooks. Sutton ® classified them with kera- 
tosis senilis, with which they seem to have little in common. Freuden- 
thal,’° Eller and Ryan " and Hookey '* emphasized this, although they 


Fig. 5—Section from case 2 (oil immersion; high power). Note the absence 
of intercellular bridges as seen in figure 4. The cells retain their basal cell type 
practically to the stratum granulosum. Held’s hematoxylin stain for intercellular 


bridges. 


9. Sutton, R. L.: Diseases of the Skin, St. Louis, C. V. Mosby Company, 1931. 

10. Freudenthal, W.: Verruca senilis und Keratoma senile, Arch. f. Dermat. u. 
Syph. 152:505, 1926. 

11. Eller, J. J., and Ryan, V. J.: Senile Keratoses and Seborrheic Keratoses, 
Arch. Dermat. & Syph. 22:1043 (Dec.) 1930. 

12. Hookey, J. A.: Keratoma Senilis and Verruca Senilis, Arch. Dermat. & 
Syph. 23:946 (May) 1931. 
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have given little consideration to the nature of senile verruca as such. 
Freudenthal concluded: “The picture described here of the verruca 
senilis of the face shows characteristic ‘atypical’ epithelial proliferation. 
They are epithelioma-like, but not epithelioma.” He could see no reason 
for considering them precancerous. Eller and Ryan mentioned the pos- 
sibility of benign hyperplasia of the basal cells similar to benign 
acanthosis of prickle cells as etiologic in senile verruca. This is in 
accordance with my findings. Hookey mentioned acanthosis and irreg- 
ular hyperplasia of the prickle cells in verruca senilis. Careful study 
shows that these cells cannot be classed as prickle cells, and that there- 
fore the process is not acanthotic. 

Sabouraud '* mentioned seborrheic warts as a complication of con- 
gestive seborrhea. He stated that the wart announces a poorly defended 
epidermis. It is often found on the same type of skin on which the 
more grave superficial epitheliomas appear. He stated that it is a flat 
papilloma of mediocre development. Joseph'* quoted Neumann as 
incriminating the drying and thickening of the epidermis as the initial 
change in senile verruca, an idea which careful study does not bear out. 
Pollitzer '® considered the lesions to be nevi. 


PIGMENTED EPITHELIOMA 

A clue to the nature of senile verrucae is their similarity or identity 
with pigmented epithelioma of Bloch.'® I have reported an additional 
case,’* and Pautrier '* stated that the lesions in his unusual case of 
cutaneous tumors corresponded clinically and microscopically with those 
in Bloch’s and my cases. The condition differs from senile verruca 
only by its larger size and marked pigmentation. There are probably 
intermediary stages, and Bloch stated '® that it was at times difficult 
to classify the lesions. 

PAPILLOMA 

As has been stated, benign epidermal lesions have been called papil- 

loma, purely on morphologic grounds. It is, of course, obvious that 


epithelial neoplasms of benign type will be accompanied by papillary 


13. Sabouraud, R. J. A.: Maladies du cuir chevelu. I. Les maladies sébor- 
rhéiques. Séborrhée, acnés, calvitie, Paris, Masson & Cie, 1902. 

14. Joseph, M., in Mrazek, F.: Handbuch der Hautkrankheiten, Vienna, A. 
Holder, 1904. 

15. Pollitzer, S.: Die seborrhoeische Warze, Monatsh. f. prakt. Dermat. 11: 
145, 1890. 

16. Bloch, B.: Ueber benigne nicht naevoide Melanoepithelioma der Haut nebst 
Bemerkungen ueber das Wesen und die Genese der Dendrittenzellen, Arch. f. 
Dermat. u. Syph. 153:20, 1927. 

17. Becker, S. W.: Cutaneous Melanoma, Arch. Dermat. & Syph. 21:818 
(May) 1930. 

18. Pautrier, L. M.: Personal communication. 

19. Bloch, B.: Personal communication. 
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erowth for nutritive purposes. In this type of lesion epithelial hyper- 
plasia predominates, and the cells are abnormal, as has already been men- 


tioned. There are conditions, however, of the skin and mucous 
membranes in which papillary hyperplasia predominates and the designa- 
tion “papilloma” could well be utilized. The lesions in the following two 


cases are illustrative. 


Fig. 6.—Section of portion of tumor from case 4 (low power). The tumor 
does not have the solid appearance shown in figures 2 and 3, and the papillary 
overgrowth is relatively prominent, so that the term papilloma may be used for this 


type of tumor with justification. Hemalum, erythrosin, saffron stain. 


REPORT OF CASES 


Case 4.—A woman, aged 55, presented a soft, papillomatous lesion in the right 
axilla. It was excised. Histologic study showed the lesion to consist of papillary 


overgrowth, with little or no thic!:ening of the epithelium (fig. 6). 
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Case 5.—A soft, elevated lesion was removed from the tongue, and was found 
to consist essentially of papillary overgrowth (fig. 7), with not much change in 
the epithelium. 

CARCINOMA VERSUS EPITHELIOMA 
If it should be decided that benign epidermal neoplasms exist, which 
is almost inevitable, it would be illogical to call them anything but 





Fig. 7.—Section of lesion removed from tongue (low power). Note the 
markedly papillary overgrowth which justifies the use of the term papilloma for 
this type of lesion. Hemalum, erythrosin, saffron stain. 


epithelioma. This brings up the question of the designation of malignant 
epithelial tumors. According to Hebra and Kaposi,”° the term “epi- 
thelioma” was used as early as 1844 to designate all epithelial growths, 


20. Hebra, F., and Kaposi, M.: Lehrbuch der Hautkrankheiten, Stuttgart, 
Ferdinand Enke, 1876, vol. 2. 
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benign and malignant. Some of these lesions, such as epithelioma 
molluscum (molluscum contagiosum ), are known to be infectious. As the 
true nature of some of the lesions was discovered, German pathologists 
adopted the classification epithelioma for benign epithelial neoplasms, 
and carcinoma for malignant epithelial neoplasms. This is in accord 
with the general pathologic classification. Kaufmann *! stated: ‘The 
nomenclature of epithelial tumors is very confusing. Whereas the 
author uses the term ‘epithelioma’ merely in the sense of a benign 


epithelial tumorous new growth, others differentiate benign and malig- 


nant epitheliomas. For the latter we recommend that the term 
‘carcinoma’ be used.” Some German writers (Frieboes,** Jadassohn **) 
have suggested the term epithelioma for the basal cell tumors. The 
fact that many tumors are of the intermediary and mixed types to which 
attention has been called by Montgomery ** makes this illogical, and 
pure basal cell tumors often have all the features of malignant growths 
except metastasis. French pathologists have retained the term epi- 
thelioma for all neoplasms originating from surface epithelium. Cornil 
and Ranvier ** deplored the confusion occasioned by the use of the 
term carcinoma by German writers when epithelioma was meant. 


COM MENT 
It would seem feasible to reclassify epidermal neoplasms tentatively 
as follows, in an endeavor to direct attention to this field and perhaps io 
arrive at a logical classification : 
Tissue Benign Neoplasm Malignant Neoplasm 
Epidermis Epithelioma Carcinoma 
(Epithelium ) (a) Basal cell 
(b) Intermediary type 
(c) Mixed type 
(d) Squamous cell 
(Prickle cell) 
SUMMARY 
Attention is called to the lack of adequate terminology and recog- 
nition of benign epidermal neoplasms. Careful study of certain 
21. Kaufmann, E.: Pathology for Students and Practitioners, translated by 
S. P. Reimann, Philadelphia, P. Blakiston’s Son & Co., 1929. 
22. Frieboes, Walter: Grundriss der Histopathologie der Hautkrankheiten, 
Leipzig, F. C. W. Vogel, 1921. 
23. Jadassohn, J.: Demonstration von seltenen Hautepitheliomen, Beitr. z. 
klin. Chir. 136:345, 1926. 
24. Montgomery, H.: Basal Squamous Cell Epithelioma, Arch. Dermat. & 
Syph. 18:50 (Jan.) 1928. 
25. Cornil and Ranvier: Manuel d’histologie pathologique, Paris, Félix Alcan, 
1884, 
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epithelial tumors, especially those known as seborrheic or senile verrucae. 
suggests that they are benign neoplastic lesions. They are primaril) 
epithelial proliferations with secondary papillary overgrowth. For this 
reason the designation papilloma, so often used for this type of tumor, 


is not sufficient. Certain other tumors are presented consisting essen 
tially of papillary overgrowth, which could well be called papilloma 
Senile verrucae are similar to or identical with some forms of pigmented 


epithelioma. The suitability of the terms epithelioma and carcinoma 
for malignant epithelial tumors is discussed, and the term carcinoma 
seems to be more logical. On the other hand, epithelioma is the term 
par excellence for the designation of benign epidermal neoplasms. The 
use of these two terms seems to correct a defect in present-day derma- 
tologic terminology. 





ACRODERMATITIS CHRONICA ATROPHICANS 
PRELIMINARY REPORT 


M. DAVIDSON, Cu.B. (Epin.), M.D. (Mav.) 
AND 
PETER G. MAR, M.Sc. (Mavn.) 


WINNIPEG, CANADA 


The following case forms part of an investigation on elastic tissue 
in skin. A tentative diagnosis of cutis laxa, lipodystrophy of the skin 
or acrodermatitis chronica atrophicans has been made. A review of 
current literature on all these conditions showed some confusion in 
nomenclature and description, and pending further study we are sub- 


mitting this case for diagnosis. 


REPORT OF A _ CASE 


History.—A farmer, aged 40, was admitted to the Winnipeg General Hospital 
for treatment of a cardiorenal complaint on Jan. 29, 1930; two weeks later he was 
transferred to the Hospital of the Department for Soldiers’ Civil Re-establishment. 
He had a long history of convalescence in military hospitals both in England and 
in Canada, for complaints arising while on duty in France. His general condition 
may be summed up as one of myocardial degeneration, arteriosclerosis and renal 
insufficiency, for which he is pensioned. During his convalescence here, the 
peculiar cutaneous condition to be described was observed, and since then he has 
been under the observation of one of us (A.M.D.). Mention is made in his 
military record of marked generalized edema as a complication of his disability. 
This may or may not have had a bearing on the cutaneous condition. 

The lesions were first reported in October, 1928, when it was noticed that he 
“looked about ten years older than his age, the skin being dry, rough and wrinkled, 
with marked hyperplasia over the back of hands and fingers, not so much so 
on the face.” No previous history of a cutaneous condition was given by the 
patient. 

Physical Examination—There was an abnormal looseness of the skin covering 
certain parts of the body; this was most marked on the dorsa of the fingers and of 
both hands, where the usual folds and creases were much accentuated, deep ridges 
intervening and giving the skin a senile appearance (fig. 1). 

Over the forearm and legs the condition was not so marked, the skin appearing 
normal to the eye, but when traction was applied, it was found to be very loosely 
attached to the subcutaneous tissues, and could to a certain extent be moved up 
and down like a sleeve. Similarly, the skin on the patient’s face gave him a some- 


what senile appearance, but in no place did it occur in pendulous folds. Pigmenta- 


These studies were conducted in the Histological Laboratory, University of 
Manitoba, Winnipeg, Canada, with financial aid from the Banting Research 
Foundation. 
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tion seemed normal, the forearms and face being well bronzed through exposur: 
as a farmer. Pores were visible, the distribution and growth of hair were normal. 
and there was no baldness, but the nails were somewhat brittle. 

The skin was somewhat rough, dry and rather leathery to the touch. It seemed 
to have been deprived of its normal elasticity, for it returned sluggishly to its 
normal condition when pinched or pulled out. There was no loss of sensation 
over the affected areas. 

Microscopic Examination.—Biopsy was performed under local anesthesia, and 
two strips of skin were excised, one from the dorsal aspect of the left forearm 
and another from the lateral aspect of the right leg. Each strip measured about 
0.5 cm. in width and from 5 to 6 cm. in length. The photomicrographs were 
prepared from these strips. 

On examination under low magnification the whole section appeared to be quite 
normal in the size, structure and arrangement of the component strata. The 





Fig. 1—Dorsum of the hand of patient. Note the senile appearance and 
fragility of the nails, 


glandular elements and other appendages were quite normal, nor was there any 
sign of inflammation, edema, cellular infiltration or gross degeneration. 

The epidermis (fig. 2) as a whole did not seem to be thickened or hyper- 
trophied, and the interpapillary epithelial processes were in most sections normal, 
though in some parts they were absent, giving the basement membrane a straight 
and monotonous contour parallel to the surface of the epidermis. Superficiall) 
the stratum corneum was detached in some parts, and formed netlike meshes in 
others. The granular layer (fig. 3) was limited to one cell in thickness and 
stained well with hematoxylin. The cells of the stratum mucosum could in general 
be divided into three types, which may or may not have been stages of some 


pathologic process. There were, in the first place, (a) the normal cells with 


spherical or ovoid nuclei and characteristically staining cytoplasm, and these con- 
stituted about 75 per cent of the total number of cells in this stratum. The 
majority of the remainder were slightly larger in size and (b) possessed very 











Fig. 2.—Section showing connective tissue and muscular elements; 61.5. 
i indicates elastic fibers; C, collagenous fibers; B, mixed bundles and /, smooth 


muscle. 








* JJ 


Fig. 3.—Section of skin taken from the thigh (inset of fig. 2). Hematoxylin 
and eosin stain; & 1050, showing epithelial structures. Note three types of cells, 
a,b and c (see text for description). Epithelial bridges are well defined, together 


with difference in staining property of nuclei. 
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faintly staining or vacuolated cytoplasm. The nuclei were elliptic, stained much 
darker than normal and were not centrally placed, but were situated in that hal{ 
of the cell which was nearest to the free surface of the skin. The third group 
were cells which were twice or three times the normal size (¢), with a hyper 
chromatic, irregular, nuclear mass centrally or peripherally placed in a cell spac 
apparently devoid of cytoplasm. The last two types of cells differed from those oi 
typical acanthosis in that the majority of them were confined to the basal layers 
of the stratum mucosum. The intercellular bridges were well preserved, and 
there was pigmentation of the basal layer of cells, but no pigment cells wer 
observed in the subepidermal portion of the dermis. 

In the dermis (fig. 2) the main change observed was in the connective tissu 
elements, especially those situated in the reticular layer. Superficial to this, in 
the pars papillaris, the elastic fibers were smaller, less inclined to form bundles 
and acidophilic in reaction. Bielschowsky’s stain showed a normal subepidermal 
network of argyrophilic fibers (Gitterfassern) under the basal layer of th 
epidermis. Deep in this network the elastic fibers became coarser, formed much 
thicker bands and were in many instances fragmented, The parallel arrangement 
of the bands was sometimes lost SJetween the collagenous bundles the acidophilic 
fibers often formed wide, irregular plaques, while deeper down they presented th 
appearance of a more or less homogeneous mixture of both acidophilic and 
basophilic elements, suggesting a transition from one form of connective tissue 
to the other, both in chemical and morphologic properties. Still deeper in the 
hypodermis there appeared to be an atrophy of fat, some hyperplasia of the vessel 
wal!s and an abundance of argyrophilic, interlobular meshwork in the fatty areas 


COM MENT 


In the light of available literature this condition seems to conform 
In some aspects to that of acrodermatitis chronica atrophicans, although 


it possesses also many features found in the two other diseases men 


tioned. Clinically it agrees with Pusey’s' description of diffuse idio 


pathic atrophy of the skin without inflammatory symptoms and with 
looseness and wrinkling. The skin is, however, not like parchment 
or cigaret paper. There is no atrophy of the cuticular appendages ; the 
lesions are not well defined patches, and are most marked on the exten 
sor instead of the flexor surface of the extremities. 

Histologically, the condition resembles the transitional or atrophic 
stage of acrodermatitis atrophicans described by MeCarthy,? in that 
there are: (1) atrophy of the fatty layer, (2) thickening of the vessel 
walls—endarteritis, (3) absence of the rete cones and papillae, with 
thinning of the epidermis, and (4) degenerative changes in the connec 
tive tissue elements. It apparently does not belong to the transitional 
stage, owing to the absence of (1) parakeratosis and (2) small, round 


cell infiltration, perivascular or otherwise. 


1. Pusey, W. A Principles and Practice of Dermatology, New York, D 
\ppleton & Co,, 1924, p, 945 

2. McCarthy, Lee, Histopathology of Skin Diseases, St. Louis, C. V. Mosby 
Co., 1931, p. 75 
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Nor does the condition seem to belong to the atrophic group, because 
of the apparently normal condition of the sebaceous and sweat glands. 


(hough there seemed to be degeneration (reticulierende collaquation ?) 


in the epidermal strata, the smooth muscle was still quite healthy, and 


the elastic tissue was still present in fair amounts, though somewhat 
broken down morphologically in some parts. It is therefore difficult to 
conceive of all three stages of this disease occurring in one small sec 
tion of tissue, one layer of which exhibits the opposite extremes, accord 
ing to the description. 

SUMMARY 
\ case that is possibly acrodermatitis chronica atrophicans with 


clinical photographs and photomicrographs is submitted for diagnosis. 








MULTIPLE BENIGN CYSTIC EPITHELIOMA 
(EPITHELIOMA ADENOIDES CYSTICUM) 


WITIL SUMMARY OF LITERATURE 


FREDERICK SUMMERILL, M.D. 
AND 
JACK G. HUTTON, M.D. 


DENVER 


Multiple benign cystic epthelioma has occurred so seldom and has 
provoked so much discussion concerning its classification and _ relation 
to other epithelial tumor growths, that the presentation of a typical case 
and a résumé of the literature is warranted. This rare condition has been 
accepted as a congenital abnormality occurring almost exclusively in 
females, appearing at puberty or in childhood and characterized by small, 
round, multiple tumor growths, elevating the skin and having a sym- 
metrical distribution on the face, neck and thorax. 

Independently and practically simultaneously in 1892, Fordyce ' and 
Brooke * presented cases with the first complete description, classifica- 
tion and diagnosis of this cutaneous disease, which the former called 
multiple benign cystic epithelioma, and the latter, epithelioma adenoides 
cysticum. Cases with the same histologic pictures had been published 
previously under the titles of lymphangioma tuberosum multiplex and 
adenoma sebaceum. 


Since that time numerous cases have been published as multiple 
benign cystic epithelioma, some of which have been found to have the 
microscopic picture of what should be classed as lymphangioma tube- 
rosum multiplex (syringocystadenoma), adenoma sebaceum or_ basal 
cell epithelioma. ‘To be sure, these, as well as a few others comprise a 
group of lesions so closely related in epithelial origin and clinical mani- 
festations that some writers have favored a single classification to include 
syringocystadenoma, adenoma sebaceum, multiple benign cystic epithe- 


lioma, adenoma of the sweat glands and eylindroma. 


From the Department of Pathology and of Dermatology at the University of 
Colorado School of Medicine and Hospital. 

1. Fordyce, J. A.: Multiple Benign Cystic Epithelioma, J. Cutan. Dis. 10:459, 
1892. 

2. Brooke, H. G Epithelioma Adenoides Cysticum, Brit. ] Dermat. 4:269, 
1892 
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CASES REPORTED IN THE LITERATURE 
Probably the earliest record of a case of multiple benign cystic 
epithelioma is that reported by Ancell * in 1841, but the lack of micro- 


scopic description precludes a definite diagnosis. The gross description 


and illustration are typical in practically all the clinical characteristics. 
In this case and seven other instances to be cited there was a record of 
familial occurrence, affecting the mother and daughter. 

Prior to the papers by Fordyce * and Brooke,’ five cases had been 
published under other names, but they have since been accepted as 
multiple benign cystic epithelioma. ‘The first was by Kaposi and 
Biesiadecki,* and next came two cases (in a mother and daughter) by 
Balzer and Menetrier.° Other single cases were reported by Balzer 
and Grandhomme ° and Perry.’ 

From the cases that have been presented as multiple benign cystic 
epithelioma the following are considered typical: Fordyce ' (in a mother 
and daughter), Brooke * (in a mother and two daughters), Csillage * 
(in a mother and daughter), Paul,® Savatard’'® (in two sisters and 
three unrelated patients), Wolters,"' Sutton,’* Torraca,'* Martinotti," 
3. Ancell, Henry: Case of Tumors Developed on Head and Face, Tr. Med.- 
Chir. Soc., Edinburgh 25:236, 1841-1842. 

4. Kaposi and Biesiadecki: Lymphangiome tubereux multiplex, in von Hebra, 
F., and Kaposi, M.: Traité des maladies de la peau, Paris, G. Masson, 1872, vol. 
2, p. 374. 

5. Balzer, F., and Menetrier, P.-E.: [tude sur un cas d’adénomes sébacés de 
la face et du cuir, Arch. de physiol. norm. et path. 6:564, 1885; Compt. rend. Soc. 
de biol. 2:313, 1885. 

6. Balzer, F., and Grandhomme: Nouveau cas d’adénomes sébacés de la face, 
Arch. de physiol. norm. et path. 8:93, 1886. 

7. Perry: Adenomata of the Sweat Glands, International Atlas of Rare Skin 
Diseases, 1890, no. 3, p. 3. 

8. Csillage, J.: Beitrag zur Kenntnis des Epithelioma Adenoides Cysticum, 
(rch. f. Dermat. u. Syph. 80:163, 1906. 

9. Paul, Norman: A Case of Epithelioma Adenoides Cysticum, M. J. Austra- 
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Broers,'® Fox,'® Ormsby,'’ Winkler,’ Schopper,’’ Maschlsillejsson 

and McDonagh.*' All but one of these twenty-three cases occurred in 
females, and in every case the onset appeared about the time of 
puberty or during infancy. The Savatard cases included one of the 
three presented by Brooke thirty years before, as well as an additional 
case from the same family. In none of the typical cases was there an) 
ulceration or later development into basal cell epithelioma. A _ large 
number of cases published as multiple benign cystic epithelioma were 
without record of microscopic diagnosis, which is so necessary for a 


correct differentiation from the closely associated types. 


CASES OF BASAL CELL EPITHELIOMA 

Some cases first presented as multiple benign cystic epithelioma, 
because of early clinical resemblance, have since been considered by 
other dermatologists as basal cell epithelioma, because there was a 
development of ulceration and typical malignancy. The following is a 
list of these cases: Hallopeau ** (two cases), Jarisch,** White,” 
Stelwagon,”* Hartzell,** Dyer,** Little ** (two cases), Dore,*’ Scham- 

15. Broers, J. H.: Een Geval van Epithelioma Adenoides Cysticum, Neder. 
tijdschr. v. geneesk. 1:1390, 1924. 

16. Fox, T. Colcott: Brit. J. Dermat. 9:230, 1897. 

17. Ormsby, O. S.: Multiple Benign Cystic Epithelioma, J. Cutan. Dis. 36:238, 
1918, 


18. Winkler, M.: Weitere kasuistische Beitrage zu den multiplen symmetri- 
schen Gesichtsnaevi, Arch. f. Dermat. u. Syph. 86:129, 1907. 

19. Schopper, K. J.:  Epithelioma Adenoides Cysticum, Arch. f, Dermat. u 
Syph. 98:198, 1909. 

20. Maschlsillejsson, L. N.: Zur Lehre vom Epithelioma Adenoides Cysticum, 


Arch, f. Dermat. u. Syph. 1583:721, 1927. 

21. McDonagh, J. E. R.: Pathology of Skin from the Eyelids and Naso-Facial 
Grooves, Brit. J. Dermat. 24:291, 1912. 

22. Hallopeau Hydradenome compliqué d’épitheliome vulgaire, Ann, de 
dermat. et syph. 1:872, 1890; Sur un cas de dysidrose du nez, ibid. 3:728, 1892. 

23. Jarisch: Zur Lehre von den Hautgeschwiilsten, Arch, f. Dermat. u. Syph. 
28:163, 1894. 

24. White, J. C.: Multiple Benign Cystic Epithelioma, J, Cutan, Dis. 12:477, 
1894, 

25. Stelwagon, H. W., and Gaskill, H. D, Multiple Benign Cystic Epithe- 
lioma, in Treatise on Diseases of the Skin, for the Use of Advanced Students and 
Practitioners, ed, 9, Philadelphia, W. B. Saunders Company, 1921, 

26. Hartzell, M. B, Benign Cystic Epithelioma, Am. J. M. Sc, 124:441, 1902 

27. Dyer, Isadore: Multiple Benign Cystic Epithelioma, New Orleans M, & S 
J. 1:530, 1897-1898, 

28. Little, FE. Graham: Cases of Epithelioma Adenoides Cysticum, Brit. J 
Dermat. 26:173, 1914. 

29. Dore: Brit. J. Dermat. 24:190, 1912 
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berg * (two cases), Little ** (two cases), Sutton and Dennie “ and 
\damson ** (two cases). In most of these the onset occurred well 
along in adult life, but one patient was quite young. Twelve of the 
seventeen were male. 

Cases reported as multiple benign cystic epithelioma which can be 
identified as other benign types on the basis of the microscopic illustra- 
tions include one of adenoma sebaceum by Pick; “* one of syringocyst- 
adenoma by Pusey; *° one of cylindroma by Miller,** and two cases of 


cylindroma by Adamson.** 


REPORT OF A CASE 


History —A white girl, aged 16, born in Kansas and a resident of Colorado, was 
referred from a distant town to the dermatology clinic at the University of 
Colorado School of Medicine and Hospitals for diagnosis and advice as to treat- 
ment for eruptions on the face and body. 

During childhood she had had measles, chickenpox, smallpox, whooping cough 
and mumps. She was one of nine children, eight of whom were living and well, 
one having died of pneumonia. She was of normal mentality. 

Nodular eruptions on the face and body had begun ten years before as very 
small elevations, symmetrically distributed over both temples and the back at the 
level of the upper parts of the scapulae. In the past three years the size and num- 
ber had increased so much that medical care was sought. 


Examination—Examination showed about forty small nodular tumor growths 
located on each side, well up on the temples to the scalp and down the posterior 
part of the cheeks to just below and posterior to the ears (fig. 1). On the back of 
the neck, one or two lesions lay within the margin of the scalp on each side. A 
few very small ones were on the extensor surface of the upper part of the arms. 

30. Schamberg, J. F.: Multiple Benign Cystic Epithelioma, J. Cutan. Dis. 
27:170, 1909; ibid. 29:500, 1911. 

31. Little, E. Graham: A Case for Diagnosis, Brit. J. Dermat. 27:20, 1915. 
Little, E. Graham: A Case of Epithelioma Adenoides Cysticum, Brit. J. Dermat. 
31:193, 1919, 

32. Sutton, R. L., and Dennie, C. C.: Possible Interrelationship of Acanthoma 
\denoides Cysticum (Multiple Benign Cystic Epithelioma) and Syringocystade- 
noma (Lymphangioma Tuberosum Multiplex), J. A. M. A, 58:333 (Feb. 3) 1912. 

33. Adamson, H. G.: On the Nature of Rodent Ulcer: Its Relationship to 
Epithelioma Adenoides Cysticum of Brooke and to Other Trichoepitheliomata of 
Bemgn Naevoid Character; Its Distinction from Malignant Carcinoma, Lancet 
1:813, 1914; Brit. J. Dermat, 26:88, 1914; Brit. M. J. 2:536, 1914; Lancet 1:684, 
1914, 

34, Pick, W.: Ueber das Epithelioma Adenoides Cysticum und seine Bezichung 
zum Adenom der Talgdruesen, Arch, f. Dermat. u. Syph, 58:201, 1901. 

35. Pusey, W. A.: Multiple Benign Cystic Epithelioma, in The Principles and 
Practice of Dermatology, ed. 4, New York, D. Appleton & Company, 1924, p. 1049, 

36. Miller, J. W.: Multiple Benign Cystic Epithelioma, J. Cutan, Dis, 33: 462, 
1915, 

37. Adamson, H. G.: Multiple Benign Basal Cell Epithelioma of the Scalp, 
Brit. J. Dermat. 30:130, 1918; ibid. 26:88, 1914. 
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Fig. 1—Multiple benign cystic epithelioma distributed symmetrically on both 


sides of the face and about the ears. 








—_ 


Fig. 2.—Multiple benign cystic epithelioma symmetrically located across th: 


upper dorsum of the thorax. 
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\cross the uppermost part of the back, close to the neck, were about twenty-five 
(fig. 2), extending over both sides of the spine well toward the shoulders. 


The tumor masses were round and varied from 0.2 to 1 cm. in diameter. Most 
of them were discrete, but a few showed a tendency to become confluent. The 
small ones had the same color as the surrounding skin, while the larger ones were 
slightly yellowish and translucent, and had a tense, shiny surface. The shape was 
generally domelike, but in some the top was slightly depressed. There was no 
suggestion of ulceration. All the nodules lay in the superficial skin and were freely 
movable with it; they were firm to the touch and not tender. The largest and 
palest seemed to have small vesicles, but on puncture they showed solid tissue 
formation with no free fluid. None appeared pigmented, and there was no sugges- 
tion of increased vascularity either over their surface or in the adjacent skin. 











Fig. 3.—Section through the vertex of a tumor showing epithelial strands from 
the surface to deeper cell masses and cysts; * 60. 


Histopathology.—Tissue sections from the tumor growth showed the surface 
epithelium intact but thin, with papillae shortened. Across the base of a nodule, 
the greater part of the growth consisted of epithelial cell masses and cysts, closely 
placed in all depths of the corium. Some were irregularly rounded, isolated 
masses, while others were connected with each other or with the surface epithelium 
by narrow strands of cells, varying in width and length. All of these masses and 
strands took a deeper stain than the surface epithelium. 

The epithelial masses were surrounded by dense, fibrous connective tissue of the 
corium, portions of which extended into, and were partially enclosed by, epithelium. 
Pale spots in the cell masses, when observed under low power magnification, gave a 
false impression of adenomatous structure. These were due to cells with hyalinized 


cytoplasm and pyknotic nuclei. 
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Most of the epithelial formations included cysts, which, at first glance, suggesied 
the epithelial pearls of malignancy, but closer examination revealed difference in al! 
stages of their formation. Irrespective of size, the cysts were lined by stratified 
epithelium and contained parakeratotic débris with or without mucoid material and 
calcification. A few cysts did not have such a lining, but were less distinctly out- 
lined by cells undergoing a gradual mucoid degeneration. 

The outlines of the epithelial masses were distinctly marked by columnar cells, 
like the basal layer of the rete malpighii, while the cells within the masses were 
round, polyhedral or cuboidal. Those near the center often took a paler stain than 
those at the margins. Around the parakeratotic cysts many of the cells were of 
prickle cell type, but in many cell masses none were of this variety. The epithelial 
strands connecting cell masses were generally two or three cells in thickness and had 
no suggestion of lumen formation. 








Fig. 4.—Cell masses surrounding cysts, one formed by mucoid or colloid degen- 


/ 


eration and the other by nested keratin; & 100. 


As shown in figure 3, there was no relation between the size of the cyst and its 
surrounding cell mass. There were no cysts or calcified masses in contact with 
the corium, and nowhere did the contents of the cyst show the presence of dark 
brown or black pigment granules, as have been reported in some cases. 

Cysts of the two different types could be present in adjacent cell masses, as 
shown in figure 4; one contained a keratinized cyst, while the other showed central 
mucoid degeneration, the so-called “colloid center.” 


COM MENT 


The case herein presented had typical characteristics of multiple 


benign cystic epithelioma, which began in infancy and became more 


active at puberty. In the ten years’ duration there was no suggestion 
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of ulceration, which is prone to occur early in the initial lesion of basal 


cell epithelioma. 


The yellowish color suggested clinically the possibility 


of xanthoma, although it was much too pale to be considered typical. 
Basal cell epithelioma is a malignant form having the same cellular 


origin as multiple benign cystic epithelioma, and, because the malignancy 


is of such a low grade and the site of occurrence so commonly the same, 
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Size 


Shape 
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Outline 
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Location (most 
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Distribution 


Sex affected 
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Differential Clinical Characteristics 
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benign 
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Multiple, 
rarely single 
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uniform 
(to 1 em.) 


Round 


Firm 


Distinet 
None 


Face 


Symmetri 
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Female, 
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male 


Infancy or 
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\ffects 
mother and 
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Benign 


Syringo 
cyst 
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multiple 
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uniform 
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Round 
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soft 
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Adenoma 
sebaceum 
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multiple 
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Irregular 
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soft 
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eal or non 
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Seldom 
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Single 
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Round 
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Round 


Firm 
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Bilateral, 
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None 
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it may be difficult during the early stages to differentiate between the 


two. 


In this the tendency has been to diagnose as multiple benign 


cystic epithelioma cases that were actually basal cell epithelioma, and to 


conclude that the benign form might develop at a later period into the 
()n the other hand, no cases 


malignancy of the basal cell epithelioma. 
have been presented as basal cell epithelioma that were actually multiple 


benign cystic epithelioma, and the tendency to group all of the similar 


and closely related benign tumors has given the general impression that 


multiple benign cystic epithelioma is common in its occurrence. 
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The clinical similarity of multiple benign cystic epithelioma, syrin- 
goma, adenoma sebaceum, adenoma of the sweat glands, cylindroma aid 
basal cell epithelioma is such as practically always to require a biopsy 
for diagnosis and classification. Yet, all of these conditions have clinical 
characteristics that may at times distinguish them from each other, 
Multiple benign cystic epithelioma is practically restricted to the female 
sex, a point that is particularly helpful in distinguishing it from basal 
cell carcinoma, which is more common in males. 


Treatment.—The treatment of multiple benign cystic epithelioma 


may be that of excision when the lesions are solitary or few, but this 


should be done by electrocautery, because nearly all tumors that have 
heen removed by curettement or simple excision have shown recurrence 
at the margin of the sear. Carbon dioxide snow is used with good effect 
on small lesions. When the lesions are extensive, they can best be 
treated with roentgen rays or radium, which on diminishing the tumor 
growth leaves the cysts as small milia requiring local removal. 
Treatment was not instituted in the case presented here, because 
the patient had to leave for her distant home shortly after the diagnosis 


and did not return. 


SUMMARY 

1. Multiple benign cystic epithelioma is a comparatively rare disease 
of the skin. 

2. It begins about the age of puberty or in infancy and most always 
affects females. 

3. Multiple benign cystic epithelioma has a symmetrical distribution, 
usually on the face, but in addition affects the neck, thorax, upper part 
of the upper extremities and rarely the lower extremities. 

4+. It is often hereditary, affecting two generations in succession, but 
rarely passing to the third. 

5. It originates as an outgrowth from the basal cells of the squamous 
epithelium or the hair follicles. 

6, This benign growth of basal epithelium does not seem to undergo 
a transition into basal epithelioma, which, however, may at times resemble 
it in early clinical appearance. 

7. Multiple benign cystic epithelioma is a disease that can be differ 
entiated histologically from  syringocystadenoma, adenoma sebaceum, 


evlindroma and adenoma of the sweat glands, 
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GRANULOMA FISSURATUM 


RICHARD L. SUTTON, M.D. 


KANSAS CITY, MO 


Recently, Dr. Richard L. Sutton, ee reported two instances of 
tumor of the mouth in which the lesions, small solitary growths, about 
| em. in diameter and from 2 to 3mm. in height, arose from the mucous 
membrane at the juncture of the lip with the gum. Both of the 
miniature, biscuit-shaped tumors were conspicuously marked by a 
fissure in the coronal plane which practically divided the mass in half, 
and which continued at either extremity into the normal mucosa of the 
unaffected part of the sulcus. 

The shape of the tumors “was that of a folded coin, the fissure being 
within the bend.” ‘To the touch, the lesions were firm, not so hard as an 
epithelioma might be expected to be, but considerably denser and more 
substantial than those seen in granuloma pyogenicum. ‘There was no 
tendency to bleeding on manipulation, and no inflammatory areola, 

Both cases occurred in women, aged 40 and 72, respectively. The 
teeth of the younger woman were well preserved, and there was no 
history of trauma. The older woman wore dental plates, below as well 
as above, but the edge of the plate did not touch the tumor. In both 
instances, the small tumors were known to have been present for several 
weeks, and had increased in size but little, if any, during that period. 

Microscopically, the structure of the two lesions was found to be 
almost identical. 

The main portion, comprising the symmetrical halves separated by the fissure, 
consisted of new-formed connective tissue with many dilated, new vessels filled 
with blood. Surrounding the vessels and also in the interstices of the connective 
tissue were many leukocytes, most of them polymorphonuclear. The epithelium 
was acanthotic; its papillae were irregularly broader and deeper than normal in 
some areas, and narrower and shallower in other places. Following the epithelium 
into the crevice of the fissure, one found progressively more infiltration by 
polymorphonuclears between the epithelial cells. The epithelium left off abruptly 
at the bottom of the fissure, and a wedge-shaped tongue of connective tissue 
densely infiltrated with polymorphonuclears lay between the ends of the epithelial 
sheets. 

1. Sutton, R. L., Jr.: A Fissured Granulomatous Lesion of the Upper Labio 
\lvolar Fold, Arch. Dermat. & Syph. 26:425 (Sept.) 1932. 
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During the latter part of March, 1932, a third case, also occurring 


in a woman, came under my observation. 


REPORT OF A_ CASE 


Mrs. A. S., aged 43, was referred to me by Dr. J. B. Henry of Lawrence. 
Kan. The tumor, which was located near the juncture of the lower lip with th 
gum, on the left side of the chin, was oval and measured 0.8 by 1.2 em., its long 
axis being parallel with the labiomaxillary sulcus. The rounded, but. slight) 
flattened, top was marked by a deep longitudinal groove, which exactly halved 
it. The lesion was somewhat paler than the surrounding normal mucosa, and 
was firm and solid to the touch. It was practically painless, and had been discoy 
ered by accident, six weeks before, 


The base of the growth was not infiltrated, and was freely movable. 


‘= 








Photograph from case reported. 


The patient had worn both upper and lower plates for more than three years 
The upper margin of the lesion, however, was located far below the outer 
edge of the plate, and did not come in contact with it at any time, 

The patient had borne four healthy children. The Wassermann test was 
negative. No leukokeratosis or similar degenerative change was present. No 
Vincent's organisms were found. The tumor was removed by electrocoagulation 


by Dr. Elmer Twyman. The resulting wound healed without incident. 


The pathologic report that follows was made by Dr. Ralph Emerson 


Duncan, of Kansas City, Mo. 


The lesion is an irregular V-shaped fissure bounded on both sides by thinned 
out squamous epithelium, the edges of which dip down almost to the base ot 
the fissure on both sides. The epithelium lining the ulcer shows swelling and 
degeneration with some desquamation, The surface of the fissure is covered with 


relatively vascular granulation tissue which bulges up into the crevice of the ulcer 
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very short distance. The surface of this granulation is covered with a 


ra 
thin stringy veil of fibrillar fibrin. The granulation which forms the base of the 
fissure extends out for a considerable distance under the intact epithelium on 


both sides of the fissure and becomes more vascular in spots as the periphery 
is approached. The granulation tissue itself is quite rich in inflammatory cells of 
which polynuclear neutrophils, eosinophils and plasma cells predominate. Beneath 
this richly cellular granulation which is rich in old and young fibroblasts there 
is a gradual transition into a denser type of granulation. This picture gradually 
shades off as the deeper layers of the base are approached, becoming denser and 
denser, and the connective tissue becomes increasingly more adult in character, 
gradually assuming the appearance of old, dense, relatively vascular, hyaline, 


inflammatory fibrosis. 














LYMPHOGRANULOMA INGUINALE 


REPORT OF THREE CASES FROM CHICAGO 


LEO AMTMAN, M.D. 
AND 


PILOT, M.D. 


CHICAGO 


Lymphogranuloma inguinale is an infectious process, apparently 
venereal, characterized clinically by an inguinal adenitis, usually ending 
in suppuration. First described by Nicolas, Favre and Durand ' in 
1913, and frequently referred to as Nicolas-Favre disease, the condition 
has been also described as climatic bubo or tropical bubo. In early 


reports, the disease was considered limited to tropical regions, but in 


the last five or six years, with the assistance of a specific cutaneous test, 
the cases were found to be identical with a condition frequently met with 
in Germany and France, hitherto known as “strumous bubo.”* The 
latter condition, until recently, was much confused with inguinal adenitis 
due to tuberculosis, syphilis and soft chancre. Lately the disease has 
come to be known as lymphogranuloma inguinale, and many conditions 
previously called tuberculosis, chancroid, syphilis, venereal bubo, non- 
specific bubo, esthiomene,’* rectal stricture of unknown origin, and others, 
are now better understood and grouped as a possible clinical entity under 
this name. 

In 1925, Wilhelm Frei * described a diagnostic cutaneous test. This 
test has aided greatly in the diagnosis of lymphogranuloma inguinale. 
Frei obtained pus by aspiration from the affected glands of a patient 
presenting lymphogranuloma inguinale ; he then diluted it with from 5 to 
8 parts of physiologic solution of sodium chloride and heated it at 60 C. 
for two hours, and on the following day for one hour. After testing 
it for sterility, he used 0.1 cc. as an antigen for an intracutaneous test. 
In a positive result, the reaction usually appears within from twenty-four 

From the Department of Pathology and Bacteriology, University of Illinois 
College of Medicine, Chicago. 
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to thirty-six hours. The test is best read at forty-eight hours. At that 
time, a red, inflammatory, indurated papule appears, and persists for 
many days. <A positive test apparently is specific and diagnostic of 
lymphogranuloma inguinale, but a negative test does not rule out the 
disease. The test is positive’ for many years after the onset of the 
clisease. 

Most of the cases reported in the United States were from ports 
and occurred in people who had recently returned from the tropics. 
Wilmoth ® collected thirty cases based largely on pathologic sections. 
One patient had recently returned from India; two were from southern 
ports of the United States; one had not been away from the vicinity of 
New York for eight months; four had recently returned from South 
\merica, and twenty-three had recently migrated from Central America 
or the West Indies. Hansmann‘ reported four cases of so-called 
“nontuberculous granulomatous lymphadenitis” appearing near Boston. 
Barber and Coogle * described five cases in Mississippi. Smith ® stated 
he had seen cases in Galveston, Texas, and in Memphis, Tenn. No 
cutaneous tests were reported to verify the diagnosis in any of the 
aforementioned cases. In several, the diagnosis was suggested by the 
pathologist, after examination of the gland. Sulzberger '® stated that 
he had seen the condition in New York, and that Cole recognized cases 
in Cleveland, verified by the Frei test. 

The etiology of the disease is somewhat obscure. It is believed by 
most authorities to be venereal in origin. Practically all cases reported 
have been in adults. The communicability has been considered slight, 
since the number of instances of infection of consorts is small. Most 
cases reported have been in men, but it is probable, now that the different 
manifestations of the disease are better known, that more cases will be 
reported in women. This may throw more light on the degree of com- 
municability. Pus aspirated from the affected glands has usually been 
sterile. Occasionally, Staphylococcus has been found and considered a 
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State M. J. 73:1080 (June 22) 1901. 
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secondary invader. Meyer, Rosenfeld and Anders"! have report 
successive transmission of the disease through several generations o{ 
guinea-pigs by subcutaneous injections of the pus, and have observed 
metastatic lesions in the liver and in the lungs. Antigen prepared from 
the guinea-pigs produced positive cutaneous tests in patients with the 
disease. They also report the production of the disease in a guinea-pig 
with the Berkefeld filtrate of the pus. Apparently, a filtrable virus may 
he the cause of the disease. Freund and Reiss '* also believe that they 
transmitted the disease to rabbits and guinea-pigs with human material 
Hellerstrom'* produced a_ characteristic meningoencephalitis — in 
monkeys with the pus. Levaditi, Marie and Lepine '* found that after 
twelve passages through the brain of monkeys the virus was still virulent 
for man. Hellerstrom '* reported a case in a physician, contracted from 
a patient following injury to the finger. Levaditi and others '* recently 
described the successful inoculation of monkeys on the prepuce with the 
virus. Until 1930, Frei'? was unable to obtain any positive results 
from animal experiments. In our own experiments we were unable to 
obtain positive transmission with the pus of two patients inoculated sub 
cutaneously into guinea-pigs. 

The adenopathy is the result of the entrance of the causative agent, 
usually at some point on the genitalia, and of its spread through the 
lymphatics to the regional lymph glands. In men, the inguinal lymph 
glands together with the deep iliac glands are usually involved. In 
women, the virus probably enters in most cases through the vaginal 
vault or the fornices, or cervix, and drains into the deep glands in the 
pelvis, at times surrounding the rectum. Grossly, the glands become 
swollen, and the capsule thickened and often fixed, due to periadenitis. 
The normal markings of the gland are obscure. Areas of softening may 
be seen, with actual formation of pus and rupture through the capsule. 
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\licroscopically,’* there is proliferation of the lymphocytes and of the 
reticulum, with some fibrosis, and hemorrhagic foci. The most charac- 
teristic feature is the large numbers of plasma cells. There may be areas 
of necrosis and abscess formation consisting of polymorphonuclear 
leukocytes. Giant cells with nuclei arranged diffusely or to resemble 
the Langhans type are occasionally observed. The gross and microscopic 
appearances are not pathognomonic, but only suggestive. The associated 
pathologic condition is caused by extension to contiguous structures. 
There may be multiple fistulas through the skin or strictures of the 
rectum, due to contracting scar tissue following suppuration. 

The period of incubation may be as long as six weeks. A primary 
lesion is occasionally seen on the genitalia, but it is inconspicuous and 
evanescent. In the great majority of cases, no local lesion is detected 
The disease frequently begins with fever of a remittent type, toxic 
symptoms and slight swelling of the glands in one or both groins. At 
the onset, the disease is at times mistaken for typhoid, malaria or some 
other acute infection. The acute stage subsides after a variable time, 
and the glands become larger, at first discrete, although not tender, and 
later adherent to the skin and to the underlying tissues. The patient 
does not appear ill after the febrile symptoms subside. In the later 
stages, the disease may manifest itself in various ways. In the abortive 
variety, the glands may resolve without breaking through the skin. Jn 
most cases, however, the glands soften and discharge pus for several 
months. In some cases, multiple fistulas form, which may drain for 
a year or more. Sulzberger '® recently pointed out that some cases may 
result in stricture of the rectum. Occasionally a large gland may be 
felt in the iliac fossa and be mistaken for a pelvic tumor. It is probable 
that some cases of ischiorectal abscess or fistula-in-ano may be due to 
lymphogranuloma inguinale. The disease lasts for from several months to 
one or more years, leaving only the scars resulting from suppuration or 
such complications as stricture of the rectum. It is probable that many 
people, especially women, have had the disease without any obvious signs 
or symptoms. The presence of the condition can now be determined by 
the Frei test, which gives a positive reaction after the disappearance of 
clinical manifestations. 

The disease must be differentiated from other conditions in the 
inguinal regions. In chancroid there is usually a primary ulcer on the 
genitalia. The contents of the bubo may contain the streptobacilli, and 
the patient may give a negative reaction to the Frei test. The specific 
cutaneous reaction for chancroid, similar to the Frei test for lympho- 
granuloma inguinale, may be positive. In Hodgkin's disease, the glands 
do not have a tendency to become fixed or to break down or suppurate. 


Biopsy is fairly characteristic. Tuberculous glands may simulate 
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lymphogranuloma inguinale, and may even resemble each other in 
microscopic sections. However, careful examination will demonstrate 
differences even in the presence of Langhans cells. The pus from the 
glands inoculated into guinea-pigs or cultured on special mediums makes 
the diagnosis obvious. The Mantoux test, if negative, is of value in 
excluding tuberculosis. Granuloma inguinale is a great source of con- 
fusion because of resemblance in terminology. It does not begin as 
adenitis, but as an ulcerating lesion of the skin. Involvement of the 
lymph glands is rare. Donovan bodies can usually be demonstrated. In 
gonorrheal bubo, the adenitis is more acute, and there is evidence of a 
gonorrheal infection in the genitalia. In pestis minor, the process is 
much more acute and painful. The aspirated pus reveals Bacillus pestis. 

Methods of treatment for lymphogranuloma inguinale have been 
numerous. Surgical removal of the involved glands has been practiced 
when possible, with fair results. Roentgen therapy over the affected 
glands has been tried, with variable results. Preparations of antimony 
have been administered, with improvement at times. Hermans *’ 
reported a small series of cases in which treatment with subcutaneous 


injections of the Frei antigen had given good results. The patient must 


give a positive reaction to a cutaneous test with the material used for 
treatment. 


REPORT OF CASES 


Case 1.—The first patient was a white man, aged 36, first seen on Oct. 27, 1931, 
with the following history: He had been in Nicaragua for several months, until 
August 15, when he sailed for the United States. Five weeks later, the patient 
first noticed a small painless swelling in the left groin, which gradually became 
larger. Ten days later, he began to have chills, followed by fever and sweats. 
These paroxysms recurred every one or two days for two weeks. During this 
time, the mass in the left groin became larger, and a small mass appeared in the 
right groin. The patient felt well for two weeks prior to his first visit, on 
October 27. During that time, the masses in both groins became larger, and the 
left one became slightly tender. He had lost 15 pounds (6.8 Kg.) during the 
febrile period. The patient said that there had been no recent venereal exposure. 
He had had a gonorrheal infection fifteen years before the present writing. 

On physical examination there were no findings of importance, except the 
adenopathy in both inguinal regions. On the left side was an irregular con- 
glomerate mass of glands, measuring about 8 by 5 by 5 cm., adherent to the skin 
and surrounding tissues, and only slightly tender. The overlying skin was 
edematous. On the right side was an irregular mass measuring about 6 by 3 by 
3 cm., adherent to the underlying structures but not to the skin, and not tender. 
No lesion or focus of infection could be found on the genitalia, the extremities, the 
perineum or the anal region to explain the adenopathy. 

The laboratory findings were as follows: The urine was normal. The blood 
was normal, except for an eosinophilia of 6 per cent. The Wassermann and Kahn 
reactions were negative. Agglutination reactions for B. tularense and B. abortus 
were negative. 

19. Hermans, E.: Klimatische Bubonen und Lymphogranuloma inguinale, Klin. 
Wehnschr. 7:2436 (Dec. 16) 1928 
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The patient was seen again on November 22. The glands on the left side were 
matted and fluctuating at one point. The mass on the right side was adherent to 
the skin. Aspiration was performed on the left side, and 2 cc. of thick gray pus 
was obtained. Smears from this pus contained no organisms. Cultures yielded 
Staphylococcus albus. Cultures on egg yolk medium for tubercle bacilli were 
negative. Inoculation into a guinea-pig yielded no demonstrable lesions. A gland 
measuring about 5 by 3 by 3 cm. was removed from the right side. Grossly, the 
gland was soft and enveloped by numerous fibrous adhesions. On section, it was 


grayish red and presented several foci of softening of from 2 to 5 mm. in diameter, 
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Fig. 1 (case 1).—Diffuse hyperplasia with foci of suppuration. 


filled with thin, gray exudate. Microscopically, the lymph follicles were large, and 
the pulp revealed an increase in reticular cells. The sinuses were lined by swollen 
endothelial cells. Connective tissue bands were distinct, and presented numerous 
infiltrating round cells. In the pulp were many plasma cells, lymphocytes and 
occasional eosinophilic polymorphonuclear leukocytes (fig. 1). Areas of softening 
revealed numerous broken down polymorphonuclear leukocytes and round cells, and 
at the margin, proliferating fibroblasts, histiocytes and a few eosinophilic leuko- 
cytes. The capsule was thickened and presented numerous foci of cellular infiltra- 
tion, often perivascular, consisting of plasma cells and lymphocytes (fig. 2). The 
intima lining the blood vessels was slightly thickened. The lymph channels and 


capillaries appeared dilated. The histologic picture was that of a chronic lymph- 
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adenitis and periadenitis, with multiple foci of liquefaction. The appearance was 
not a specific reaction, but was obviously not syphilitic, tuberculous, neoplastic or 
that of Hodgkin's disease. 

The patient was seen again on February 10. The operative incision on the right 
side had healed promptly. On the left side were three fistulous openings just below 
Poupart’s ligament. Thin gray pus could be expressed. The skin was thickened 


and indurated. 

Material for the Frei test could not be obtained in the United States. An 
antigen was prepared from the patient. The aspirated pus was diluted 1:8 in a 
physiologic solution of sodium chloride and heated to 60 C. for two hours; cultures 


Fig. 2 (case 1).—Perivascular cellular infiltration in the thickened capsule. 


were made for sterility, and phenol was added. One-tenth cubic centimeter of 
this material was used as an intracutaneous test on the forearm of the patient. A 
reaction appeared after thirty-six hours. At forty-eight hours a red papule 8 mm. 
in diameter formed, surrounded by a zone of hyperemia 1.5 cm. in diameter. At 
five days the papule was 9 mm. in diameter, circumscribed, dusky red, elevated and 
indurated. Such reaction is designated as positive in the Frei test. After ten 
weeks the skin was still discolored and indurated. 

Control tests were carried out with the antigen from the first patient, with 
negative results on the following persons: four normal people, one patient with 
granuloma inguinale, one with gonorrheal bubo, one with tuberculous adenitis, one 
with bubo with soft chancre and one with bubo with hard chancre. This separates 


our first case from all other cases of bubo, as far as cutaneous reactions are 
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concerned, and is confirmatory evidence to support our diagnosis of lymphogranu- 
loma inguinale. The same antigen was employed on a patient in the medical service 
of one of us (I. P.) at the Cook County Hospital, in whom we suspected lympho- 
granuloma inguinale. The test was markedly positive. At forty-eight hours a red, 
indurated area, 2 cm. in diameter, appeared. After fifteen days it was still markedly 
indurated and 1.5 cm. in diameter. 

Case 2.—The second patient was a white man, aged 30, who entered the Cook 
County Hospital on Jan. 7, 1932. He had not been out of Chicago for two years 
preceding entrance. Previous to that, he was in Seattle for six months. In 1919, 
he was in the Philippines for four months. He said that there had not been any 
recent venereal exposure and that he had not had venereal disease. The patient 
entered the hospital because of symptoms referable to spastic colitis. He noticed a 
mass in the left groin one month before entrance. This gradually became larger 




















Fig. 3 (case 2).—Lymphogranuloma inguinale. Note the giant cell and the large 
area with disintegrating polymorphonuclear leukocytes. 


but was painless. He had no fever, chills or sweats. On physical examination, the 
significant findings were limited to the left inguinal region. Here there was a mass 
measuring about 5 by 4 by 3 cm., adherent to the underlying tissues and slightly 
adherent to the skin. It was only slightly tender. In the right groin were a few 
small, firm glands. No focus could be found on the inferior extremities, perineum 
or genitalia to explain the adenopathy. While under our observation, typical 
erythema nodosum developed on the lower extremities. This complication occurred 
in three of Koppel’s 2° forty-two cases. Kleeberg,?! in one patient with lympho- 


20. Koppel, Alice: Lymphogranuloma inguinale, kombiniert mit Erythema 
Nodosum, Klin. Wehnschr. 6:2354 (Dec. 3) 1927. 
21. Kleeberg, Ludwig: Lymphogranuloma inguinale mit Erythema nodosum 


und aphthosen Erscheinungen am Genitale, Dermat. Wehnschr. 91:1376 (Sept. 13) 
1930. 
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granuloma inguinale complicated by erythema nodosum, obtained material from th 


nodular lesions that gave a weak reaction in two of five patients with lympho 
granuloma. 

The laboratory findings were as follows: The urine and blood count wer 
normal. The Wassermann and Kahn tests were negative. Agglutination reactions 
for B. tularense and B. abortus were both negative. The Mantoux tests resulted in 
a nodular lesion 15 mm. in diameter, appearing in forty-eight hours. 

The gland was removed on January 20. It measured about 4 by 3 by 3 cm. 
Grossly, the gland was soft and grayish red and contained foci of softening. The 
capsule was thickened. Microscopic section showed proliferation of reticular cells, 
plasma cells and giant cells resembling Langhans’ cells (fig. 3). The areas of 
softening, however, contained polymorphonuclear leukocytes. Periadenitis was 
marked. No tubercle bacilli were demonstrated in special stains. Smears from 
the gland showed no organisms. Cultures were sterile on various mediums. 


Fig. 4+ (case 3).—Bilateral involvement with mutiple fistulas. 


Portions of the gland were triturated in a physiologic solution df sodium chlo- 
ride, and an antigen was prepared after the method of Frei. This antigen no. 2, 
tested on the second patient, gave a positive reaction consisting of a red, indurated 
area, 7 mm. in diameter. The test was negative on four normal people, one patient 
with granuloma inguinale and one with gonorrheal bubo. This antigen was tried 
on another patient suspected of having lymphogranuloma inguinale, who was in the 
same medical service as the previous patient. The reaction was positive after 
twenty-four hours. At seventy-two hours there was a markedly indurated red 
lesion 12 mm. in diameter. Antigen no. 1, however, gave a negative reaction for 
this patient. 

Case 3.—The third patient was a white man, married, aged 44, admitted to the 
Cook County Hospital on Jan. 21, 1932 (fig. 4). He had not been away from 
Chicago for the five years preceding presentation. A mass appeared in the left 
groin one year before entrance into the hospital. This was painful and tender. He 
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never had chills or fever, and he was not incapacitated. About one month after 
the onset, fistulas formed, discharging thin, gray pus. Since then, there had been 
no pain, but the fistulas had been multiplying. Several days before entrance, he 
noticed a mass in the right groin, which gradually became larger and _ slightly 
tender. 

On physical examination, the essential findings were noted in both groins. On 
the left side, the skin was markedly thickened and indurated, especially along the 
entire length of the inguinal ligament. There were from thirty to forty tiny round 
perforations in the skin, with smooth edges. These extended to a short distance 
below the inguinal ligament, from the greater trochanter to the crotch. Thin gray 
pus could be expressed. On the right side was an irregular conglomerate mass 
measuring about 6 by 4 by 4 cm., adherent to the underlying tissue and to the skin 
and fluctuating at one point. On aspiration, 5 cc. of thick gray pus was obtained. 

The laboratory findings were as follows: The urine was normal. The blood 
revealed a moderate secondary atiemia. The Kahn test was negative. Agglutina 
tion reactions for B. tularense and B. abortus were negative. Smears from the pus 
showed no organisms. Cultures on various mediums were sterile. Culture on egg 
yolk mediums for tubercle bacilli was negative. One half cubic centimeter of pus 
was injected under the skin of each of two guinea-pigs after traumatization of the 
inguinal regions. Except for a transitory enlargement in the inguinal region, there 
were no demonstrable lesions. 

\n antigen was made from the pus of this patient. This antigen no. 3, tried 
on the patient himself (third case), gave a positive reaction, consisting of a light, 
elevated red area, 2.5 cm. by 4 cm. In our first and second cases of lympho- 
granuloma inguinale this antigen gave a negative reaction. Five normal persons 
and two patients with chancroidal bulbo also reacted negatively. One fourth cubic 
centimeter of serum from our third patient with lymphogranuloma inguinale was 
injected into the skin of two normal persons. These were previously used as con 
trols for our third antigen. After forty-eight hours the intracutaneous test was 
made with our third antigen in the same area of skin. The reaction was negative, 
demonstrating that there was no passive transfer. 

\fter the aforementioned work had been completed, a limited amount of antigen 
was sent to us by Frei. The cutaneous test was performed with this Frei antigen 
on the three patients. Our first patient gave a markedly positive reaction consisting 
of an area of erythema about 3 cm. in diameter, with a central marked inflammatory 
indurated area. Our second patient gave a markedly positive reaction consisting 
of an area of erythema 5 cm. in diameter, with a central elevated, red, inflammatory 
area which later became necrotic. Our third patient gave a markedly positive rea 
tion, and revealed a red area 3.5 by 6 cm., with a central markedly inflammatory 
indurated area. Two normal persons gave a negative reaction. 

The antigen sent by Frei did not contain phenol as a preservative. It will be 
noted that Frei’s antigen gave stronger reactions than the antigens prepared from 
our own cases; it gave positive reactions in all three of our cases, while our own 
antigen did not give a reaction in every case. Whether these differences are due to 
the chance difference in source of the antigen or to the content of phenol or to some 
other factor, we are unable to say. 

Our first patient, the day following the intracutaneous test with his own antigen 
and also with Frei’s antigen, complained of a slight burning pain in both groins, 
indicating a distinct focal reaction. A decrease in the amount of discharge from 
the fistulas followed. He was given four subcutaneous injections of increasing doses 
of his own antigen, after the method of Hansmann, starting with 0.1 cc. He had 
the same subjective sensations in the groins following each injection. At the time 
of the last injection, the sinuses were closed 
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The term lymphogranuloma inguinale is the one most generally used. 
However, it is being so commonly confused with granuloma inguinal 
an entirely different clinical entity, that Sulzberger suggested the term 
“lymphopathea venereum,” in order to avoid this confusion. 


SUMMARY 
Three cases of lymphogranuloma inguinale are reported from 
Chicago; one patient had just returned from the tropics, and two had 
not been out of the city for some time. These cases were encountered 


within a period of three months. The frequency would speak for an 


unusual coincidence or for the fact that the disease is much more 
common than has been suspected. The Frei test is diagnostic. In the 
absence of the known Frei antigen, the cutaneous test may be done with 
autogenous material, provided clinical differentiation is made and 
sufficient control tests are performed. <A positive cutaneous test on the 
patient in question, together with normal control tests, may be inter- 
preted as confirmatory evidence to support the diagnosis. One patient 
was treated with subcutaneous injections of the antigen with improve- 
ment. 





DERMATITIS FOLLOWING NERVE INJURY 


RUTH HERRICK, M.D. 


GRAND RAPIDS, MICH. 


When one considers the frequency of nerve injury and the rarity of 
dermatoses caused thereby, it is evident that direct relationship between 
an injured nerve and a subsequent eruption is unusual. Becker ' 
reviewed the literature and reported the case of a patient with dermatitis 
following operation on the trigeminal nerve. A similar case was pre- 
sented at the annual meeting of the Four Cities Dermatological Society 
in Cleveland, in 1931. The cause of such eruptions is not known, but 
Becker ventured the opinion that toxic, infectious or mechanical irrita- 
tion of the sensory nerves can be instrumental in producing this type 
of lesion, 

Xristjansen * reported the case of a girl 14 years old who for two 
vears had had weeping eczema involving the entire face, the left side of 
the neck, the left shoulder and the left side of the breast and the back, 
together with that portion of the left arm which was supplied by the 
cervical nerves. The lesion was sharply demarcated at the median line. 
The eruption was that of genuine eczema with closely packed vesicles. 
It was thought that the unilateral nature of the eruption signaled it as 
a neurotrophic process. Lack of hair in the left axilla was also noticed, 
and the left pupil varied in size at different times. Neurologic examina- 
tion showed symptoms of chronic encephalitis with concomitant 
autonomic disturbances, which had probably produced the unilateral 
eruption. The author considered the dermatosis to be of cerebral origin, 
probably caused by encephalitis of the diencephalon, which is often 
involved in epidemic encephalitis. 


REPORT OF A CASE 
The following case was recently studied at the university clinics." 


A woman, aged 27, was first seen on Dec. 5, 1930. She had been in an auto- 
mobile accident in August, 1926, and had been injured above the left eyebrow. 


From the Division of Dermatology of the Department of Medicine of the 


University of Chicago. 

1. Becker, S. W.: Dermatitis in Association with Disease or Injury of the 
Peripheral Nerves, Arch. Dermat. & Syph. 12:235 (Aug.) 1925. 

2. Kristjansen, A.: Wahres Ekzem von neurotischer Pathogenese, VIII* 
Cong. internat. de dermat. et de syph., Copenhagen, 1930, p. 869. 

3. Becker, S. W.: A Case for Diagnosis (Scleroderma? Herpes?), Arch. 
Dermat. & Syph. 23:1002 (May) 1931 
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There was a linear wound over the left eye about 1 cc. above the medial end oi 
the eyebrow. An artery was cut, but bleeding was soon stopped. The skin was 
apposed with skin clips. The wound healed promptly, but six weeks later sh: 
noticed an eruption on that side of the forehead. The lesions started as deep 
vesicles which became more superficial and discharged a watery fluid. They 
appeared to be somewhat like “prickly heat” and were worse in the summer. When 


the eruption was absent, the involved area felt cooler than the surrounding skin, but 


| 
| 
| 


Dermatitis of the supra-orbital region. The scar is just above the lower limit 


of the plaque. 


when the eruption was present, there was a sensation of smarting. The involved 
area was erythematous. At the time of admission the patient presented an eruption 
in a triangular area, with the apex just below the scar and the base higher up on 
the forehead as shown in the illustration. This region of the skin was elevated, 
although it was not definitely edematous, and the skin did not feel thickened. The 
individual lesions were discrete, brownish and slightly erythematous. No vesicles 
were seen, although many of the lesions were covered with tiny crusts. There were 


two other small linear scars, one below the left angle of the mouth and the other 
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helow the chin, neither of which was associated with any dermatosis. Various 
forms of treatment had been used with little effect. 
In the discussion,? Dr. O. Foerster mentioned a similar case following dental 


extraction. 
COMMENT 

While the dermatitis was not strictly eczematoid in type, it resembled 
eczema more than herpes. It is difficult to understand why the eruption 
was aggravated in the summer, unless the sweat glands had something 
to do with its activity. The distribution of the eruption in the area 
supplied by the supra-orbital branch of the fifth nerve is strong evidence 
that the eruption was of nervous origin. Just why certain nerve injuries 
should be followed by inflammatory dermatoses is difficult to understand. 


SUMMARY 

A woman, aged 27, sustained a linear incision over the left eye. Six 
weeks later, when the lesion was healed, an eruption resembling “prickly 
heat” appeared. The eruption resembled eczematoid dermatitis more 
than herpes. Various forms of treatment had been without benefit. 

Note.—Since the completion of this article an additional article by 
Bruck * has come to my attention. Bruck reviewed the literature to 
date and added the report of a case in a man, aged 38, who had had 
an injury on the right side of the face during the war; this resulted in 
paralysis of the facial and trigeminal nerves on the right side. Eight 
weeks later unilateral dermatitis developed on the left side of the face. 
The skin on the right side has remained entirely normal. Treatment 
resulted in slight improvement, but recurrence followed. Bruck is of 
the opinion that this case and others which he has reported are definite 
evidence in support of Kreibich’s theory of the nervous origin of 
eczema. 

516 Metz Bldg. 
4. Bruck, C.: Nervenschadigung und Ekzem. Ein klinischer Beitrag 
Frage der Ekzempathogenese, Dermat. Ztschr. 55:7, 1929. 








SKIN METASTASES IN CARCINOMA OF THE 
BLADDER 


HARRY C. ROLNICK, M.D. 
AND 
CLEMENT P. O’NEILL, M.D. 


CHICAGO 


Metastases to the skin from carcinoma of the viscera are rare. 
Cutaneous metastases in cancer are seen most frequently in carcinoma 
of the breast, occurring in almost 10 per cent of the cases, and in 
these it is largely a matter of extension rather than metastatic involve 
ment. There are isolated reports of cutaneous metastases in cancer 
of the stomach. In these instances the malignancy is usually well 
advanced. The cutaneous metastases, when they occur, appear at and 
about the umbilicus, for the lymphatic glands of the umbilicus permit 
their spread to the skin. 

In rare cases metastases to the skin may be generalized. In one 


case reported metastasis was secondary to carcinoma of the tonsil.’ 


Cutaneous metastases may spread by the lymphatic glands or by the 
hematogenous route, and in extensive carcinoma of the skin their loca- 
tion does not correspond exclusively to either lymphatic or blood 
stream.” 

Unlike carcinoma of the prostate, metastases secondary to carcinoma 
of the bladder are clinically an infrequent observation. Geraghty,’ in 
a careful necropsy study of twenty-seven cases, could find metastases 
in only five. Albarran reported metastases from carcinoma of the 
bladder in eleven of seventeen cases observed at necropsy. Tumors 
of the bladder usually extend to the base of the bladder and to the 
perivesical tissues by infiltration; they cause death as the result of an 
ascending infection to the kidneys and of infiltration of the ureters, 
and not as the result of metastatic involvement. When metastases 
occur, they are noted in the bones and in the lymphatic glands of the 
pelvis, and only occasionally extend upward to the peritoneum. 

In a rather thorough search of the literature we have found men- 
tion of only one case of metastases to the skin in carcinoma of the 


From the Department of Urology, Cook County Hospital. 

Read before the Chicago Urological Society, Nov. 25, 1931. 

1. Uhlenbruck, P., and Gilardone, E.: Med. Klin. 26:627 (April 25) 1930 

2. Furuta: Spread of Cancer Metastases in the Skin, Arch. f. Dermat. u. 
Syph. 147:251 (June 7) 1924; abstr., J. A. M. A. 83:481 (Aug. 9) 1924. 

3. Geraghty: Tumors of the Bladder, in Cabot, Hugh: Modern Urology, 
Philadelphia, Lea & Febiger, 1924, vol. 2, p. 221. 
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bladder. Geraghty,® in discussing metastases in carcinoma of this organ, 
merely mentioned having seen one case of diffuse metastases to the skin. 
\Ve therefore consider the case that we shall present of enough interest 


and rarity to justify its report. 


REPORT OF A CASE 


History —A colored man, aged 48, entered Cook County Hospital on June 30, 
1931, and died on July 31, 1931. He felt well up to three months before entering 
the hospital, and then he began to notice hematuria of bright red blood, which was 
intermittent. On entering the hospital he had marked frequency, hematuria and 
nocturia of ten to twelve times. He had marked pain on urination, together with 
pain in both lumbar regions and along the lateral aspect of the right thigh. Three 
months previous to presentation, when hematuria appeared, he noted small nodules 
in the skin of his abdomen and a larger nodule on the back of his neck. These 
nodules had increased in number and had grown progressively larger, some being 
as large as a dime. The patient had also lost 20 pounds (9 Kg.) in the last three 
months. 

The past history was essentially negative. 

Physical Examination—Examination on admission revealed subcutaneous and 
cutaneous nodules in the periumbilical region, about the right nipple and in the 
right inguinal region, the nodules varying in size from that of a split pea to 
that of a dime. The bladder was not distended. Cystoscopy a few days after 
admission revealed a diffuse, ulcerative, infiltrating carcinoma of the bladder 
Visualization was difficult because the bladder could not be distended. Bladder 
washings were cloudy, with clumps of tissue, which, on microscopic study, 
revealed anaplastic cells. 

Biopsy of a cutaneous nodule revealed transitional cell carcinoma, with 
marked colloid and signet ring formation. The Wassermann test was negative. 

Course of Illness—Because of the uncontrollable hematuria, plus the infection 
of the bladder and marked frequency, the patient was operated on on July 26, 
1931. A cystotomy was planned but not carried out. 

\t operation the bladder could not be distended; it was markedly thickened 
and contracted, and shrunken to the size of an orange. The peritoneum was 
infiltrated over the bladder and was definitely adherent; it could not be separated 
from the bladder. When the peritoneum was opened small nodules could be felt 
in the pouch of Douglas and in the peritoneum covering the bladder, simulating 
drop metastases of carcinoma of the gastro-intestinal tract. The biadder was not 
opened because of the extensive infiltration and marked contraction. 

The patient sank into coma, probably uremic, and died five days after operation 

Necropsy—The anatomic diagnosis was ulcerative infiltrating carcinoma of 
the urinary bladder with metastases to the peritoneum, mesentery, mesocolon, 
right inguinal and iliac lymph nodes, subcutaneous tissues and skin; diphthe 
ritic, suppurative cystitis; constriction of the right ureter by the tumor, and 
ascending, suppurative pyelonephritis of the right side. 

It is interesting to note that the bladder was involved mainly on the right side 
and dome, and that, while the metastases to the skin were diffuse, they were 
chiefly on the right side. 

Macroscopic Examination: The subject was an emaciated colored man, who 
had been dead for fifteen hours. The pupils were a light yellow-brown; the 
eyeballs shrunken; the teeth poor, and the lips purple-gray. Below the outer 
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third of the right clavicle was a subcutaneous, flat, firm nodule, 15 by 10 mm. 


A similar nodule was noted over the left fifth rib in the left anterio-axillary 


line. There were numerous light yellow nodules, of from 4 to 6 mm., over 
the lower half of the right side of the chest. <A _ single nodule, 10 mm. in 
diameter, was found 7 mm. below the xiphoid process in the right groin. There 
were two flat, subcutaneous plaques in the left groin. There was a healed linear 








ya 


Tumor of the bladder, showing transitional cell carcinoma with signet ring 
formation. 


midline incision, 7 cm. long, above the symphysis pubis. On the external aspect 
of the left upper arm there was a soft, subcutaneous, lobulated mass, 6 by 4 
by 3 cm 


In the abdominal cavity the serosa was dry and injected, and in the mesentery 
there were numerous light yellow nodules, 3 mm. in diameter. The nodules 
were firm and slightly raised. Larger nodules up to 12 mm. in diameter were 
also found. The liver was located at the xiphoid process and at the costal arch. 
It was 1,120 Gm. in weight, soft and brown-gray. Underneath the capsule a 
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moderate number of gray-white nodules, some as large as 2 mm. in diameter, were 
found. The surface of the section was dark brown-gray with purple-gray mark- 
ings. The subcapsular nodules did not extend into the liver parenchyma. 

In the small intestines the mucosa was pinkish brown. In the large intestines 
the mucosa was edematous and light pink; the capillaries were injected. The 
mesentery was diffusely studded with linear and nodular grayish-white, firm 
tumor tissue. 

Together the kidneys weighed 270 Gm.; the consistency was diminished. The 
capsule stripped easily; the surface was smooth and purple-gray. The mucosa 
of the renal pelvis was slightly injected. 

The pelvis of the right kidney was dilated and filled with thick, mucopurulent 
material. The mucosa was deeply indented and covered with adherent, light- 
yellow plaques. In the medulla the upper pyramids were yellow lines surrounded 
by a purple zone. The lower half of the right ureter was filled with thick, 
mucopurulent material; the mucosa was injected. 

The urinary bladder was shrunken, the wall was thickened to 15 mm., and 
was firm and grayish-white. The lumen was filled with mucopurulent material. 
The internal lining was formed by shaggy, soft, friable, grayish-green tissue, 
which, in the region of the fundus, had completely replaced it. In the region 
of the trigon there was a yellowish-green membrane. 

The peritoneal cover of the posterior aspect of the bladder was diffusely 
infiltrated by a grayish-white, firm tissue, which constricted the lowermost portion 
of the right ureter. 

The prostate was 5.5 by 2.5 by 2 cm. and was light brown and moderately firm. 

Microscopic Examination: The internal lining of the bladder consisted of a 
structureless, necrotic tissue, which covered a zone of dense, cellular infiltration. 
These infiltrations consisted chiefly of degenerative polymorphonuclear leukocytes. 
The wall of the bladder was diffusely thickened by an increase of dense, fibrillar 
connective tissue. In this connective tissue were found rows and small groups 
of polygonal cells, with a scanty pink-stained cytoplasm and a round or oval 
nuclei rich in chromatin. Some of these cells were larger, and the cytoplasm 
appeared vacuolated. In places the cells were found in the lumen of the lymph 
vessels. 

The nodules in the skin were composed of groups of vacuolated cells which 
were mixed with small round cells. 

The inguinal lymph node was replaced by foreign tissue, which was composed 
of irregular alveoli of small polygonal cells, with deeply stained nuclei. There 
were numerous areas of necrosis. The cells extended into the adjacent fat tissue. 

In the subcutaneous tissue broad septums of dense connective tissue separated 
small groups and large accumulations of polygonal cells with scanty cytoplasm 
and deeply stained nuclei. In the larger accumulations the centers were composed 
of necrotic and vacuolated cells. Some areas were completely necrotic. The 
adjacent fat tissue showed numerous islands and cords of small cells, as well as 
of vacuolated cells 

COMMENT 

We have presented a rare form of carcinoma of the bladder—an 
infiltrating, transitional cell carcinoma in which metastases to the skin 
were present. Diagnosis was made by biopsy of the tumor of the 
bladder and of the metastases in the skin. This diagnosis was later 
confirmed at operation and necropsy. 














Clinical Notes 


A MECHANICAL SHAKER FOR BISMUTH SUSPENSIONS 


HERMAN BEERMAN, M.D., PHILADELPHIA 


Recently Cole and his associates! proved chemically that bismuth suspensions 
when dispensed in bulk for intramuscular use yield individual doses of uneven bis- 
muth content. They suggested the need for mechanical mixing in addition to glass 
beads. In order to achieve this purpose the widely available Kahn shaker for lab- 
oratory use in the Kahn precipitation test for syphilis may be adapted for the 
mechanical shaking of metallic suspensions used in treatment. 

















Lateral view showing apparatus assembled. 


he adaptation as now used in the syphilis clinic of the department of dermatol- 
ogy and syphilology of the University of Pennsylvania (fig.) consists of a piece 
of wood cut to fit the top of the shaker. Four metal angles, bent on the flat, are 
fastened to this board in such a way that the upright arm of each angle iron is on 
a plane perpendicular to one of the sides of a rectangle large enough to hold a 
bottle of bismuth suspension lying on its side. Thus, by the horizontal to-and-fro 
motion the bismuth suspension is thrown back and forth from the bottom to the 
top of the bottle innumerable times. 


From the Department of Dermatology and Syphilology, School of Medicine, 


University of Pennsylvania, Dr. John H. Stokes, director. 

1. Cole, H. N.; Henderson, K. I.; von Oettingen, W. F., and Sollmann, T.: 
The Presence of Uneven Quantities of Bismuth in Oily Bulk Suspension of Bismuth 
Salts, Arch. Dermat. & Syph. 24:739 (Nov.) 1931. 
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In order to test the uniformity of the mixture of the ceil and suspended bismuth 
salt in various levels of the bottle, the following procedure was used: Stock bottles 
of the various bismuth compounds which had been standing on the pharmacy shelf 
for an indefinite length of time were placed in the shaker for from three to twenty 
minutes. At the end of the shaking period 1 cc. samples were withdrawn from 
three levels of the bottles, and each sample was placed in a graduated centrifuge 
tube. Standing did not suffice to cause complete settling, and so the tubes were 


placed in the centrifuge. There was a fairly uniform amount of sediment in the 


machirie-shaken tubes from each of the levels tried. The results from hand-shaken 
hottles yielded widely differing amounts of sediment. 

In addition, after such a mechanical shaking, the suspension remains fairly con- 
stant so that only a few shakings during a clinic session are necessary. In order 
further to insure uniform suspensions throughout the period of treatment, the alter- 
nate use of two bottles of the drug is suggested, one bottle to be shaken while the 
contents of the other are being used. 
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HIEFRONYMUS FRACASTORIUS 


A BRIEF SURVEY CF HIS LIFE AND WORK ON SYPHILIS 


PAUL E. BECHET, M.D. 


NEW YORK 


In the last quarter of the fifteenth century, while the Italian 
Renaissance was rapidly gaining momentum, there was born in the old 
city of Verona, in or about the year 1478, a boy, son of Paolo Filippo 
and Camilla de Mascarelli. This child, one Girolamo Fracastore or 
Kracastorio, as Bruno prefers, was so blest in after-life that one is 
almost convinced that his destiny was directed by the same gods he so 
often eulogized in his various poems. 

His ancestors, the Fracastorii, according to Cartolari’s “Noble 
Families of Verona,” were members of the Council from 1406 to 1771. 
They were distinguished members of their community and possessed 
considerable wealth. His great-grandfather, Paolo Filippo, a warm 
supporter of the Venetian conquest, was one of a small group selected 
to present to the Doge of Venice the keys of Verona, in 1405. The 
adherence of Verona to Venice, strangely enough, existed until 1797, 
when it was dissolved by Napoleon, after his successful Italian cam- 
paign. by a stroke of fate, fame placed its olive branch on the brow 
of only two members of this large family, both physicians, one Jerome 
Fracastor and the other, his ancestor, Aventino de Fracastoro, who 
was practicing medicine as early as 1325. Aventino was the medical 
adviser to the powerful Ghibelline family of della Scala, and may have 
been consulted by Can Grande the Second. He died in 1368, and he 
reposes within a sculptured tomb in the Church of San Fermo. Beneath 
the coffin is an epitaph stating in Latin that he was a famous physician 
and astrologer. 

Like all great men, particularly those living in the long ago, there 
are many legends in reference to Fracastorius’ early life. The statement 
that he was born with his mouth closed so that an operation was neces- 
sary seems hard to believe, despite the fact of its attestation by that well 
known scholar, Julius Caesar Scaliger, who was a neighbor of Fra- 
castor’s until 1529. It is also related that Fracastor’s mother was killed 


Read before the Section on Historical and Cultural Medicine of the New York 
Academy of Medicine, March 9, 1932. 
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by lightning while holding him. in her arms, and that he escaped 
unharmed. Yet it is noted that she was still living in 1501, at which 
time Fracastor was registered in the parish of St. Agnes as 23 years of 
age. Fracastor as a child was not robust and spent much time at his 
father’s villa in Caffi, situated about 15 miles from Verona. At this 
villa, where Fracastor spent most of his life and wrote the majority of 
his works, he was most happy. This small estate was situated on the 
shore of Lake Garda, on the slopes of Monte Baldo with the river Adige 
at its back. The view from the house was unobstructed on all sides 
except the north; toward Verona and the Adige valley it was beautiful. 
The hills surrounding the lake were covered with olive and lemon trees. 
It was truly an inspiring spot for a poet. After completion of his pri- 
mary studies Fracastor was sent to Padua, where the exiled Dante lived 
for a time. This university town was the center of learning, not only 
for the Republic of Venice but for the world at large. The great univer- 
sity was the Alma Mater of such men as Vesalius, Fallopius, Sanctorius, 
Galileo, Copernicus and Erasmus. The reputation of the university 
grew with the years, for as late as April 25, 1602, William Harvey 
obtained from Padua the degree of doctor of physic after four years in 
a windowless amphitheater, listening by candlelight to the lectures of 
Fabricius, who was the greatest physiologist of his time. 

Fortunately, Fracastor’s father was a great friend of Girolamo della 
Torre, the professor of medicine at the University of Padua, who was 
himself a Veronese. ‘This association facilitated the entry into the 
university of young Fracastor, who was soon on most friendly terms 
with della Torre’s three sons: Marcantonio, lecturing on anatomy at 
the university, and for a time professor of anatomy at Pavia; Giam- 
battista, the noted astronomer, and Raimondo, who devoted his life to 
literature. Among his famous teachers were the Bolognese anatomist, 
Alessandro Achillini (1463-1518), Pietro Trapolini (1454-1505), a 
lecturer on medicine, and Pietro Pomponazzi (1462-1525), astronomer, 
physician and philosopher, who was an early exponent of the school of 
naturalism and was opposed to the religion of his day. Fracastor was 
not influenced by Pomponazzi’s teaching. He was not fond of contro- 
versy, especially if of a religious nature, and he numbered among his 
friends many churchmen, some good and some bad. He was particularly 
unfortunate in his dedications. Cardinal Pietro Bembo, to whom he 
dedicated his famous “Syphilis sive Morbus Gallicus,” was one of the 
numerous lovers of Lucrezia Borgia and composed not a few sonnets of 
obscene character. It was this same cardinal who urged Sadoleto to 
“avoid the Epistles of St. Paul lest his barbarous style should spoil your 
taste.” Equally corrupt was Alessandro Farnese the elder, who as 
Paul III commenced his papal career in 1534, and to whom Fracastor 
dedicated some of his works. 
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Fracastor was a diligent student at the university, where he excelled 
in mathematics, geology, botany, philosophy and astronomy and later in 
medicine. He studied medicine so assiduously that he soon won special 
attention, was admitted to the daily meetings of the Faculty and was 
even allowed at times to lecture. 

Fracastor was appointed lecturer in logic in 1501, and held the 
position until 1507, when teaching at the University of Padua ceased 
because of war between the League of Cambrai and the Venetian State. 

Fracastor joined Alviano, the Venetian commander-in-chief, at his 
stronghold, Pordenone, in the Udine, where he was joined by other 
exiles from the university, among them the poet, Andrea Navagero. 

In April, 1509, having heard of the death of his father, Fracastor 
returned to Verona in an attempt to save his property from the invaders, 
who a month later defeated Alviano at Agnadello. 

For eight years Verona was occupied by about eight thousand troops 
of mixed nationality, with Germans in the great majority. They mur- 
dered and looted at will. The most unsanitary conditions prevailed, with 
consequent outbreaks of the plague, during which Fracastor retired with 
his family to his villa on Lake Garda. This retreat in the face of danger 
arned for him considerable opprobrium not wholly undeserved, when 
coupled with his desertion of his patron, Alviano, whenever the latter 
went into battle. By 1518, Verona became tranquil. 

Fracastor, having married in Padua in 1500, was then living in 
Verona near the Church of St. Euphemia. His wife was a native of 
Vicenza, and they had five children. Two, Paolo and Giulio, died 
between 1515 and 1516. Giambattista and Isabella are not mentioned 
in history. The remaining son, Paolo Filippo, was born in 1517, sur- 
vived both his parents and was still living in 1584. During the last 
years of his father’s life he managed the estate at Caffi. 

There is no doubt that Fracastor’s most active years in medical prac- 
tice were between 1509 and 1530. His frequent absences from Verona, 
his devotion to his literary muse and his love for Caffi must have greatly 
interfered with his Veronese practice. He had also a serious rival for 
medical supremacy in his native city, in the person of Gion Battista 
Montano. On the other hand, Fracastor’s reputation as a physician was 
so high that one must conclude that he had a large medical experience, 
with favorable results from treatment. No matter how perfect a poet 
he may have been, it would be foolish to suppose that he became medical 
adviser to Cardinal Farnese, to Giberti, Bishop of Verona, and to prob- 
ably many other prelates and noble families on the strength of his 
literary work alone. 

It is said that he was called to the bedside of Catherine de Medici, 
Queen of France, and that Marguerite of Navarre invited him to her 
court. These two statements, however, are not considered true by Prof. 
Wilmer Cave Wright in her scholarly and searching biography. 
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With his retirement from practice in Verona, Fracastor spent most 
of his time at Caffi. He wrote, botanized and, in his cellar, prepared his 
famous diascordium and many other remedies. He was an expert in 
cosmography and made many wooden globes on which he would depict 
either the New or the Old World. He was deeply interested in 
astronomy, as evidenced by his “Homocentrica sive de Stellis,’” pub- 
lished in 1538. He entertained his many friends frequently, especially 
Rannusio, Navagero and the della Torres. In the evening he was fond 
of strolling on the slopes of Monte Baldo with his grandchildren, teach- 
ing them astronomy. 

His death occurred on Aug. 6, 1553, at Caffi, while at dinner. He 
lost his power of speech, but was conscious enough to try by signs to 
make his servants understand that he wished to be cupped, repeatedly 
raising his hand to his head as if to indicate the seat of his affliction, 
but he was misunderstood and nothing was done. He died peacefully, 
in the early evening. He was loaded with posthumous honors, one of 
them being the great monument voted by the Council of Verona on 
Nov. 21, 1555. Strangely enough, perhaps due to the fact that both 
his parochial church in Verona and that in Caffi bore the same name of 
St. Eufemia, his burial-place is unknown. On the testimony of Bar- 
barani, and after a personal visit to the church in Verona, Professor 
Wright believes that Fracastor was buried in the small church at Caff, 
which has since been destroyed. [Fracastor was described, by an 
anonymous contemporary, in a prefix to the first edition of his works, 
as short of stature but with broad shoulders. He had long black hair, 
his eyes were brown and his beard was well kept. He had a dislike for 
pungent debates and looked askance on the bitter, raucous and heated 
controversies of some of his fellow scientists. His gentle nature and 
retiring character earned for him a reputation for taciturnity that he 
did not deserve, for with his intimates he abandoned himself readily 
to the joys of scientific discussion. It can be said that he had no real 
enemies ; even Montano forgave Fracastor’s acrid comment in reference 
to his appointment as physician to Cardinal de Medici, and wrote a 
laudatory epistle on his death. 

The only detailed mention of syphilis by Fracastor is in the celebrated 
“Syphilis or the French Disease” and “Contagion, Contagious Diseases 
and Their Treatment,” the latter, by far, his most important contribu- 
tion to medicine. Sir William Osler believed that the famous “Syphilis 
sive Morbus Gallicus’” ranked second only to the “Regimen Sanitatis” 
of the School of Salernum as the most popular poem in medical litera- 
ture. The original edition, a small quarto, was printed in Verona in 
August, 1530, but there is reason to believe that it existed in manu- 
script as early as 1525. It created tremendous enthusiasm. Unfortu- 
nately, the extravagant praise of his contemporaries in reference to its 
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lyrical qualities clouded for a time its value as a medical treatise. 
Alfred Founier, whose admirable French translation appeared in 1870, 
stated in his preface that he considered the work a serious and invalu- 
able medical contribution of great scientific importance, with the causes, 
symptoms and treatment of the disease graphically presented. This 
opinion is heartily shared by most of those who have read the poem 
carefully. It ran through six editions in the original Latin within thirty 
years of its first appearance—a remarkable record, considering the times. 
It is divided in three books. The first describes the origin, causes 
and symptoms of the disease, the second mentions the remedies used 
and the third is devoted to the praise and description of guaiac. Among 
the interesting facts in the book is his denial that syphilis was of 
American origin and brought to Europe by the Spaniards. He men- 
tioned most definitely and clearly the long period of incubation and the 
genital sore of the first stage, and the temperature, papular eruption, 
hoarseness and nocturnal pains of the second, but it is in his description 
of the tertiary stage that his poetic license takes wing, for example, 
quoting him: 

A noble youth of great beauty and strength neglected one of the many nymphs 
of the countryside, whereupon she called, not in vain, for vengeance, to the gods. 
Then O Heaven the foul disease overspread his wretched limbs, and his big manly 
bones were distended with filthy abscesses! Deforming ulcers, O pity him ye 


gods, fed on his beautiful eyes, mirrors of heavenly light, and ate away his dis- 
eased nostrils into a hideous wound and the peasant girls bewept him. 


In book II, Fracastor advised the use of plain food, plenty of sun- 
shine, much sweating, and abstention from alcohol, and, probably as 
a prophylactic measure, also abstention from sexual intercourse. He 
advocated touching the mucous patches of the mouth with niter and 
water medicated with green copperas. He highly praised metallic 
mercury, mixed with hog’s, horse’s or bear’s grease. He was particu- 
larly fond of mixing it with black hellebore, dry orris, strong-smelling 
asafetida, olive oil and sulphur. Mercurial stomatitis was treated with 
a decoction of pomegranate. Book III is mostly devoted to the descrip- 
tion of guaiac, its discovery in Haiti by Columbus and his men and its 
importation to Europe. The end of the book is devoted to the well 
known story of Syphilus, the shepherd of King Alcithous, whose flocks 
died from heat and drought caused by the god Sirius. Syphilus in a 
rage substituted the worship of Alcithous for that of the gods; the 
latter, incensed, visited the earth with the dread disease, Syphilus being 
the first victim. 

In the chapter on syphilis in the “Contagion, Contagious Diseases 
and Their Treatment,” which was printed in 1546, Fracastor first men- 
tioned instances of extragenital infection. He stated that gummas were 


much more frequently observed than twenty years previously. For the 
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first time he noted the presence of specific alopecia, which at first was 
thought to be due to mercury, and he ended the chapter with the predic- 
tion that syphilis was rapidly nearing its end and would eventually cease 
to propagate itself. What a pity that his prediction proved erroneous ! 
\Vhat thousands could have been preserved from misery had he been 


right ! 

May I, in closing, express the hope that this brief, necessarily incom- 
plete and humble effort to tell something of Fracastor may stimulate 
others to search the past and, by so doing, increase their admiration of 
these pioneers of our beloved profession, of whom Jerome Fracastor 


was only one. 


55 Park Avenue. 











News and Notes 


Applicants for place on the program of the Section on Dermatology and 
Syphilology of the American Medical Association, which meets in Milwaukee 
June 12 to 16, 1933, are urged to communicate with the Secretary promptly 
Presentations will be limited to fellows of the Association and invited guests. A 


tentative program is being arranged at this time, and the final program must be 


submitted to the Association on or about Jan. 1, 1933. 


H. R. Foerster, Secretary, 208 E. Wisconsin Avenue, Milwaukee. 





Abstracts from Current Literature 


EpItep BY Dr. HERBERT RATTNER 


A Stupy oF THE Errect oF THALLIUM ACETATE UPON THE GROWTH OF THE 
FLEXNER-JOBLING TUMOR IN ALBINO Rats. M. F. ENGMAN, JR., Am. J. 
Cancer 16:847 (July) 1932. 

Because of the belief that thallium inhibits young, actively proliferating epi- 
thelial cells of the hair follicle and bulb, when the drug was administered for the 
purpose of epilation, it was thought that it might inhibit the growth of young, 
actively proliferating epithelioma cells. The experiments failed to show definite 
inhibitory effects in cancer transplants. 


ERUPTION OF CORIAL MELANOSPORES AND GENERAL CUTANEOUS MELANOSIS IN 
THE GOLDFISH FOLLOWING ExPposuRE TO X-Rays. GEORGE W. SMITH, 
Am. J. Cancer 16:863 (July) 1932. 

It was concluded that an increased production of melanospores and a cutaneous 
melanosis, following heavy doses of x-rays, resulted from chemical changes in 
the corium induced by roentgen injury. 


SguaMous-CELL EPITHELIOMA OF THE THUMB: A CASE REPORT. SIDNEY 

RUBENFELD, Am. J. Cancer 16:871 (July) 1932. 

This report concerns an apparently spontaneously developing squamous cell 
epithelioma of the volar surface of the thumb in a woman, 27 years old. The 
diagnosis was confirmed by biopsy, and the lesion, measuring three fourths of an 
inch (1.9 cm.) in diameter, healed following the application of 1,920 mg. hours 
of radium; the filtration and technic were not indicated. 


FOERSTER, Milwaukee. 


STOVARSOL IN THE TREATMENT OF SYPHILIS IN INFANTS AND CHILDREN. 
Harotp A. Rosensaum, Am. J. Dis. Child. 44:25 (July) 1932. 


This is a report of the use of stovarsol in the treatment of forty-one infants 
and children with syphilis. Satisfactory results, with reversal of serologic results 
were obtained in most cases, and the clinical results were excellent. The only 
reactions noted were fever in one case and an erythema of the extremities in 


another. 
ANDERSON, Los Angeles. 


SPONTANEOUS GANGRENE OF THE EXTREMITIES. LEMUEL Davip SmitH, Am. 
J. Dis. Child. 44:151 (July) 1932. 


Fulminating, destructive, symmetrical gangrene occurred in an epileptic Italian 
girl, 7 years of age, with an acute respiratory infection, after she was suddenly 
exposed, incompletely clothed, to zero temperature. Any one of these conditions 
might be expected to be conducive to neurovascular changes. That there was 
increased temporary coagulability of the blood of both legs in association with 
the respiratory infection may be presumed. The final result was a thrombosis of 
the arteries and veins, with inflammatory infiltration around the vessels. 


AvuTHor’s SUMMARY. 
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AGLoss1A CONGENITA, Rospert Rosentuart, Am. J. Dis. Child. 44:383 (Aug.) 
1932, 


In this case the tongue was practically absent in a girl, 3 years and 3 months 
old. Speech was not clear, yet the patient could be understood. She showed some 
difficulty in the swallowing of solid foods and a moderate continuous dripping of 
saliva. 

Other congenital malformations were noted, mostly in the bones. The right 
hand had only one finger, which appeared to be the thumb. The right foot was 
likewise deformed; there was only one toe, all the metatarsal bones were absent 
and among the tarsal bones only the calcaneus and talus were present. ‘The leit 
foot was perfectly normal and the patient walked like a normal child. 

Only three other cases of aglossia were found in the literature, and they are 
briefly reviewed. 


HEREDITARY EcTopERMAL DyspLasiA, ANHIDROTIC TyPE. MENDEL ZELIGs, 
Am. J. Dis. Child. 44:394 (Aug.) 1932. 


This is a report of a case, with postmortem observations, of a rare condition 
known to dermatologists as congenital ectodermal defect (MacKee and Andrews). 
The child, aged 10 months, had never sweated, but had had fever at irregular 
intervals, only during hot weather. Death occurred from an acute gastro-enteritis. 
Of particular dermatologic interest was the absence in serial sections of any 
sweat or sebaceous glands, although the hair follicles were well developed and 
present in considerable number (in the skin of the abdomen). Only two teeth, 
the upper central incisors, were present, and these were peg-shaped and widely 
spaced, 


HERPES ZOSTER IN THE NeEw-Born. B. E. Bonar and C. J. PEARSALL, Am. J. 
Dis. Child. 44:398 (Aug.) 1932. 


The authors report a case of herpes zoster of the right wrist and forearm in 


a new-born infant. This is apparently the third case occurring in the new-born 
reported in the literature. The etiology was obscure, but there was some sugges- 
tion of a traumatic origin. The literature on herpes zoster in infancy and childhood 
is briefly reviewed. 


ANDERSON, Los Angeles. 


CuTANEOUS LEUKOPLAKIA FOLLOWING AN OLtp ANAL PrRuRITUS. ALBERIC 
Marin, Canad. M. A. J. 27:175 (Aug.) 1932. 


A man, aged 65, had had anal pruritus for twenty years. The surrounding 
skin was glossy, whitish and thickened, but not verrucous. The pores and folds 
of the skin were obliterated. The condition recalled the appearance of leukoplakia 
of the mucous membrane of the mouth, whence is derived the name cutaneous 
leukoplakia. Roentgen therapy afforded symptomatic relief. 


A CONVENIENT SourRCcE OF Woops LIGHT FOR THE DIAGNOSIS OF RINGWORM 
OF THE ScaLtp. A. M. Davipson and P. H. Grecory, Canad. M. A. J. 27: 
176 (Aug.) 1932. 


An apparatus is described which is relatively inexpensive, light weight and 
portable, and which can be plugged into any lighting circuit. A model diagram 
and photograph are included in the article. 


Tue TREATMENT OF TwELveE Cases OF PsorIAsis WITH NEO-SALVARSAN. J. J. 
Rospertson and R. C. Apams, Canad. M. A. J. 27:177 (Aug.) 1932. 
The authors report twelve cases in which they obtained uniformly good 


results from treatment with neoarsphenamine. With the neoarsphenamine they 
used ultraviolet rays, chrysarobin and mercurial ointments, but they do not 
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attribute a great percentage of the cures to these agents, as they had been used 
before, with indifferent results. The authors do not state, however, whether these 
agents were used in the cases embodied in the report. RATTNER, Chicago. 


CHANCRE OF THE MALE Breast SIMULATING PAGET’s CANCER OF THE NIPPLE. 
Joun G. Menvicte, J. A. M. A. 99:381 (July 30) 1932. 


A case is reported of a chancre of the nipple in a white man, aged 72, which 
followed a bite by a human being. Radical amputation of the breast was per- 
formed because of a preoperative diagnosis of Paget’s disease. The diagnosis of 
syphilis was made by the observation of Spirochaeta pallida in the axillary glands, 
by a histologic examination of the breast and by the onset of the secondary rash, 
which disappeared following antisyphilitic treatment. 


GALVANIC BuRNS OF THE ORAL Mucosa. Lester HoLianper, J. A. M. A. 

99:383 (July 30) 1932. 

The author reports three cases of oral lesions, two resembling aphthous 
stomatitis and one, leukoplakia, all of which were galvanic burns produced by 
the presence of amalgam fillings and gold in the mouth. In all of the patients 
the lesions healed rapidly following the removal of the offending metals. In 
one case there was a recurrence when the gold bridge was replaced, but this 


healed within a week after the second removal of the bridge. 
Caro, Chicago. 


RELATIONSHIP OF BACTERIOPHAGE TO THE NATURAL AND EXPERIMENTAL Dis- 
EASES OF LABORATORY ANIMALS. M. G. Corvin, J. Infect. Dis. 51:17 
(July-Aug.) 1932. 

The author attempted to prove the value of bacteriophage by in vivo controlled 
experiments. He produced a streptococcic lymphadenitis in guinea-pigs and 
noted the effect of bacteriophage administered by various routes, before, together 
with and after the injection of the streptococci. He was partially successful in 
adapting bacteriophage for acting in serum, without, however, conferring any 
therapeutic value. Bacteriophage of maximum virulence against the etiologic 
organism in vitro was of no benefit in vivo. There was some evidence that such 
therapy is not entirely harmless. The author, therefore, believes that tissues 
inhibit the actions of a bacteriophage that may otherwise be effective in the 
test tube 


NEw STUDIES ON THE FILPRABILITY OF PURE CULTURES OF THE TUBERCLE 
Group OF Micro-OrGANISMS. RALPH R. MELLON and L. W. FISHER, 
J. Infect. Dis. 51:117 (July-Aug.) 1932. 


The authors describe spontaneous dissociation characteristics of a saprophytic 
acid-fast organism. These are parallel to observations which were made by them 
on bovine and avian strains of tubercle bacilli. They believe it probable that the 
acid-fast granules recovered from such diseases as Hodgkin's disease, benign 
lymphogranulomatosis (Schaumann) and Boeck’s sarcoid have their origin in 
vivo trom the tubercle bacillus. Corne.eet, Chicago. 


Herpes ZosteER: REPORT OF A CASE OF THE PALM AND Two FINGERS, AND 
* Frereex Otnwer Cases TREATED WITH Pituitary. Henry D. NILEs, 
New York State J. Med. 32:773 (July 1) 1932. 
Only a few reports are to be found in the literature relative to the treatment 


of herpes zoster by injections of solution of pituitary. To obtain data on the 
results so obtained, a series of sixteen patients were treated in this way, and the 
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histories of sixteen patients with zoster treated in various other ways were 
examined for comparison. The conclusions arrived at are as follows: 

1. Of the sixteen patients treated with solution of pituitary, eleven were well 
in an average of eight and one-half days; two were improved; two were 
unimproved, and in one the result was unknown. Of the same number of patients 
treated by other methods, five were well in an average of eleven days; one was 
improved; four were unimproved, and in six the result was unknown. 


2. Herpes zoster is a self-limited disease, but its course is shortened and the 
severe pain so often accompanying it is usually relieved rapidly by injections of 
solution of pituitary. 

3. A case of herpes zoster of the outer side of the palm and two fingers is 
reported, together with a summary of two similar cases found in the literature 


and another one seen by the author. Teaus. New Vark 
AvuB, } 3 


Brorropism (MiLriaAn). J. H. Sequerra, Brit. J. Dermat. 43:553 (Nov.) 1931. 


Sequeira discusses this subject on the basis of the explanations of Dr. G. 
Milian in the latter’s book “Le biotropisme.” Milian’s observations led him to the 
hypothesis that in chemotherapy, besides combinations which are destructive to life 
and which may be called “necrotropic,” there are substances which have the 
property of exalting the vitality of the parasites or of the cells of the organism, 
and to this faculty he applies the term “biotropism.” Some of the phenomena 
which Milian ascribes to biotropism are instances of the awakening of a microbic 
infection that has been latent, that is, without subjective or objective symptoms. 
Biotropism may occur from the stimulation of latent organisms by mechanical, 
physical or chemical means, and among the latter the most profound and commonest 
effects are produced by drugs, vaccines and serums, especially the compounds of 
arsenic. The phenomena occur particularly when the medication is inadequate. 
Some of the conditions attributed to anaphylaxis or the destruction or diminution 
of immunity are really due to the direct stimulation of the microbe, and disappear 
with increased doses. Certain of the manifestations ascribed to the toxic action of 
drugs are in fact caused by the administration of too small a dose, which, while 
inadequate to destroy the micro-organisms, is sufficient to stimulate foci to activity. 
Sublethal doses may not only stimulate the organisms, but may lead eventually 
to the development of arsenic-resistant strains. There is often grave danger of 
activating latent syphilis by insufficient arsenical treatment. Combined therapy— 
arsenic, bismuth and mercury—is desirable in the treatment of syphilis. Numerous 
references to cases to illustrate some of the points referred to in the discussion 
are given by Sequeira. 


THE POSSIBILITIES OF BISMUTH THERAPY IN THE TREATMENT OF CUTANEOUS 
Diseases. R. M. B. MacKeEnna, Brit. J. Dermat. 43:565 (Nov.) 1932. 


After giving an account of the therapeutic history of bismuth, the author 
presents the results obtained in twenty-one cases of chronic lupus erythematosus 
that were treated by injections of bismuth salts. Bismuth oxychloride was the 
preparation of choice in the series, and a total of 67 per cent of apparent cures 
was noted in the whole series of cases. In a series of seventeen cases of lupus 
erythematosus, the patients were treated with a 10 per cent bismuth oxychloride 
ointment, with a total of 76.5 per cent of apparent cures. The detailed results 
of a series of experiments showing that the bactericidal effect of colloidal bismuth 
oxychloride is greater than is generally supposed is presented. MacKenna states 
that the bacteriologic observations corroborate one’s clinical experience that 10 
per cent of bismuth oxychloride ointment is an efficient remedy in subacute 
impetigo, pustular folliculitis, some cases of sycosis, in promoting the absorption 
of gummas and in the treatment of chancroid. 
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INVESTIGATIONS INTO THE CAUSATION OF Pityriasis RoseEa. M. SYDNEY 
Tuomson and J. N. Cummines, Brit. J. Dermat. 43:617 (Dec.) 1931. 


The subject is discussed in detail from the clinical and the laboratory stand- 
point, with a presentation of tables showing both the age and the monthly incidence, 
a résumé of the clinical characteristics of the eighteen cases studied by the authors, 
the Mantoux reactions, the cultures from the throats and from the feces, the blood 
counts, and the results of the tests for cutaneous reactions along the lines devised 
by the Dicks. The authors state that the typical course of pityriasis rosea strongly 
suggests that the herald patch is the site of inoculation, and that it is difficult 
to explain the disease otherwise. The generalized eruption may be the result 
of dissemination by the blood stream of toxin only. If this is so, it is the only 
example of a toxin reproducing the original lesion, and it is therefore probably 
untrue. In fact, the authors feel certain that the generalized circinate lesions 
contain the causative factor, and in support of this contention, cite the increasing 
toxicity of a saline extract of the scales from such plaques when they are kept 
in the icechest. The maculopapular lesions may be “toxic” or imperfectly 
developéd circinate patches. The authors believe that the evidence adduced by 
them brings the disease more closely in line with the exanthems, and suggests 
that the cause must be looked for among the filtrable organisms 


A Case or AcuTE DISSEMINATED Lupus EryTHEMATOSUS: NeEcROpsy Dts- 
CLOSING ACUTE ENDOCARDITIS, BUT Not Tupercutosis. F. D. WerpMaANn 
and R. L. Griman, Brit. J. Dermat. 43:641 (Dec.) 1931. 


The clinical and necropsy observations in a case occurring in a white, married 
woman, aged 19 years, are presented, and the authors draw the following conclu- 
sions: 

1. The dermatologic changes known as acute disseminated lupus erythematosus 
can occur in connection with acute infectious processes, and, reasonably, quite 
apart from tuberculous factors. 

2. This does not mean that the tubercle bacillus is incapable of provoking the 
same cutaneous expressions; the way to demonstrate this possibility is still open. 

3. It is regrettable that the term “lupus” was ever linked with this condition, 
since it*connotes, particularly to the general practitioner, a tuberculous etiology. 

4. The authors believe that acute disseminated lupus erythematosus, patho- 
logically speaking, is, in many cases at least, of the order of a chronic erythema 
multiforme. Incidentally, this concept calls up for reexamination those cases of 
chronic discoid lupus erythematosus which precede the acute ones, and would 
assign to them also a possible nontuberculous as well as tuberculous causation, 
provided one can be sure that the acute and chronic phases have a common causa- 
ion. However, with tuberculosis so commonly complicated by acute bacterial, even 
suppurative states, chronic lupus erythematosus of tuberculous causation could 
still be reconciled with a superimposed acute one of nontuberculous causation. 


RayNAUD’s DISEASE WITH SPECIAL REFERENCE TO THE NATURE OF THE 
Marapy. Tuomas Lewis, Brit. M. J. 2:136 (July 23 


Evidence is presented to show that Raynaud’s disease is due to local vascular 
changes rather than to irritability of the vasomotor centers. By protecting one 
hand and exposing the other to cold, an attack was precipitated in the exposed 
hand only. This happens even when the entire body, except one hand, is exposed 
to cold. Anesthetization of the ulnar nerve fails to relieve an attack; that is, 
removal of normal vasomotor tone is insufficient to release spasm in vessels that 
are closed owing to local abnormality. Other examples are given as evidence, 
and the pathologic changes in the peripheral vessels are evidently those of intimal 
thickening 
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SYPHILIS IN WoMEN. J. JoHNsTON ABRAHAM, Brit. M. J. 2:237 (Aug. 6) 1932. 


In general, syphilis in women is milder than in men; it is more amenable to 
treatment and is less liable to cause late nervous and vascular sequelae. The 
absence of primary lesions in women is more apparent than real; such lesions are 
frequently overlooked because of anatomic structures. Secondary lesions, with 
the exception of leukoderma colli, are not seen as frequently in women. Leuko- 
derma colli, on the other hand, is almost peculiar to women, and is more common 
than textbooks indicate. Tertiary lesions of the skin are not uncommon in women. 
Cardiovascular syphilis is less often seen in women, possibly because they are 
exposed to less laborious occupations than are men. The fact that neurosyphilis is 
less common in women is thought to be due to a comparative immunity provided by 
female sex organs. Most women acquire syphilis in their twenties and thirties 
when the menstrual cycle is dominant. They are exposed to the peak risk of 
nerve and vascular sequelae before 45 years of age, while they still menstruate, 
and they are thus protected by their internal secretions. The Wassermann test 
is not as reliable for women as for men, probably for the same reason. It is 
reasonably safe for a woman who has had syphilis to have children, provided 
she has adequate treatment throughout each pregnancy, unless she has a per- 
sistently positive Wassermann reaction of the cerebrospinal fluid in spite of 
treatment. This opinion is based on a statistical study, the details of which are 
furnished. The treatment of women does not differ materially from that of men, 
and that which is recommended is conservative. The author’s views are evidently 
based on wide experience. 


Tue Eriotocy or EryTHROEDEMA. W. J. PENFOLD, H1ILpRED M. BUTLER 
and I. JerFREys Woop, M. J. Australia 2:127 (July 30) 1932. 


Cultures of the blood were made in fifteen cases, specimens of the blood being 
taken at various stages of the disease. On Kendall’s K. medium, positive results 
were obtained in three cases. The other attempts gave negative results. The 
organisms obtained were gram-positive coccoid forms of variable size and shape. , 
The evidence is insufficient to indicate whether the organisms are etiologically 
related to the disease, but the organisms found were so peculiar as to merit further 
examination. 


RATTNER, Chicago. 


DERMATITIS DUE TO AN ORNAMENT. C. DuBors, Ann. de dermat. et syph. 
3:209 (March) 1932. 


Two sisters each received a wrist watch as a premium in a magazine contest. 
After a week one of them noticed a mild dermatitis beneath her watch exactly 
corresponding to it in size and shape. She transferred the watch to the other 
arm and thought nothing of it, the irritation shortly disappearing. At the end 
of the second week another patch of dermatitis developed beneath the watch, 
identical with the first. The mother, thinking it an infection, wrote the editor 
of the magazine, who disclaimed responsibility, stating that no such complaint 
had been received from the thousands of other wearers, but offering to replace 
the watch. Eight days later a dermatitis more violent than the former was 
produced by the new watch. It was ascertained by the investigators that the 
back of the watch was coated with nickel, and a contact test carried out with a 
coin of almost pure nickel quickly gave a positive reaction. 


Ganpy, Houston, Texas. 


Tue Resorcin TEST OF VERNES IN THE DIAGNOSIS OF GENITAL ULCERATIONS. 
J. QuéRANGAL DEs Essarts, Arch. Inst. Prophylac. 4:193, 1932. 


The author reports a number of cases of genital ulcers in which the serum did 
not show spirochetes on microscopic or ultramicroscopic examination, and in which 
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the serologic reactions of syphilis did not snow the physicochemical modifications 
of the blood serum. He then applied the resorcin test, which permitted him to 
make an early diagnosis of syphilis while certain signs for syphilis were still absent. 
An elevated photometric degree is obtained only in syphilitic chancres and not in 
chancroids, herpes progenitalis, corrosive balanitis or nonsyphilitic inflammatory 
lesions. It is necessary to exclude tuberculosis in the tested patient, to know 
that he is not undergoing any fever therapy, and to know that the elevation of the 
photometric degree is only temporary. 

According to the author, in the presence of genital lesions it is of great 
advantage to use the resorcin test as well as the perethynol test in order to 


detect or to exclude syphilis at an early period. Beco Mew Yask 


ALopecIA AREATA AND Its ETIOLOGY; SOLUTION OF THE PROBLEM OF THE 
ETIoLoGy OF VITILIGO. ARMAS CEDERBERG, Dermat. Wchnschr. 94:539 
(April 16); 588 (April 23) 1932. 


The author believes that alopecia areata and vitiligo are due to a generalized 
spirillosis, and that the usual saprophytic spirilla occurring in the mouth and 
gastro-intestinal canal may enter the blood stream through minute injuries of the 
mucous membrane to cause a generalized mild infection. In susceptible persons 
this spirillosis may cause vitiligo or alopecia areata or perhaps psoriasis. In a 
few cases, the author has been able to demonstrate the spirilla in various forms 
in sections of tissue from alopecia areata stained by the Levaditi method. The 
search must be painstaking. The largest number of organisms occurs in the basal 
layer of the epithelium. He draws a close analogy between this spirillosis and 
syphilis. 


PSORIASIS AND THE ENDOCRINE SystEM. G. STUMPKE, Dermat. Wehnschr. 
94:633 (May 7) 1932. 


The author reports four cases of psoriasis in which an endocrine dysfunction 
could be demonstrated. In these the appropriate glandular therapy helped the 
psoriasis. Only a small number of patients with psoriasis present glandular 
disease, but when this association does occur it may be of considerable importance. 
One case showed hypothyroidism and one hypotesticular function, and the two 
others were suggestive of hyperthyroidism. 


GENERAL PATHOLOGY AND IMMUNOBIOLOGY OF SyPpHILIS. R. STREMPEL, 
Dermat. Ztschr. 63:1 (Jan.); 133 (Feb.) 1932. 


This is an extensive review of the present status of the immunology of syphilis. 
The author concludes that a natural resistance to or a spontaneous sterilizing 
cure of syphilis is rare in man. Though asymptomatic, syphilis in the mouse is 
of special significance in that the organism infects the brain and becomes neuro- 
tropic for rabbits after a passage through this animal. During the course of a 
syphilitic infection, the possibility of reinfection by natural means becomes less 
and less, though under experimental conditions the possibility of reinfection in 
latent and tertiary stages can be demonstrated. The difference between natural 
and experimental reinfection lies in the large number of spirochetes injected under 
experimental conditions. Reinfection of a rabbit may be unsuccessful with the 
homologous strain of spirochete but successful with a heterologous strain. Though 
various authors have described atypical forms of the spirochete of syphilis, the 
fact remains that the typical spiral form must be demonstrated to verify the diag- 
nosis. Specific agglutinins or spirocheticidal substances are not regularly present 
in the serum of syphilitic human beings or animals. Therapy has not been 
altered as a result of recent experimental work. Early thorough treatment 


remains the best hope of eradicating the disease. oe 
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Is THERE TUBERCLE BACILLEMIA IN TUBERCULOSIS OF THE SKIN? FRANz 
Kocu, Deutsche med. Wchnschr. 58:90 (Jan. 15) 1932. 


The author repeated Loéwenstein’s work by examining the blood of twenty-five 
patients for tubercle bacilli. These patients were suffering from different forms 
of tuberculosis of the skin or from tuberculous epidydimitis. All the cultures 
turned out to be negative for tubercle bacilli. However the Lowenstein culture 
medium was a very good one for the growth of tubercle bacilli obtained from 
the sputum of patients with definitely open tuberculosis. 


TREATMENT OF PATIENTS WITH Lupus. SIGWALD BOMMER, Deutsche med. 
Wehnschr. 58:91 (Jan. 15) 1932. 


The Sauerbruch-Herrmannsdorfer diet, as used by many workers, has proved 
to be of great therapeutic value in the treatment of tuberculosis of the skin. 
The principle of this diet is salt restriction, meat limitation and a rich vitamin 
and fat supply. 

Bommer thinks that the good effect of this diet affects the capillary walls by 
equilibrating the water exchange between blood and tissues, in this way influencing 
indirectly the inflammatory processes. , 

The only drawback of this diet is the tastelessness of the food due to the 
withdrawal of the saits. Bommer therefore tried a salt mixture balanced so 
that the chloride anion is replaced and counterbalanced by other anions. He 
used the Sauerbruch-Herrmannsdorfer diet with this mixture in thirty-three 
patients with lupus with just as good results as the original salt-free Sauerbruch 


diet could have given. Kereszturt, New York. [Arcu. Patu.] 


AGRANULOCYTIC BLoop PICTURE FOLLOWING TREATMENT WITH ARSPHENAMINE., 
CARL OESTEREICH, Folia haemat. 44:137, 1931. 


In a patient with tabes dorsalis there developed typical agranulocytosis follow- 
ing antisyphilitic treatment with a German arsphenamine. The case differed from 
those described by Schultz, in that there were no lesions of the mucous membranes 
and no icterus. The platelets, too, were diminished in number without, however, 
causing hemorrhages. It is certain that preparations of benzene and arsenic used 
in the treatment of syphilis are liable to induce a disease of the granulocytic 


appararms. B. M. Friep. [Arcu. Patu.] 


ACANTHOSIS NIGRICANS WITH INVOLVEMENT OF THE ESOPHAGUS. H. 
TESSERAUX, Virchows Arch. f. path. Anat. 279:244, 1930. 


In a woman with the clinical diagnosis of carcinoma of the stomach, acanthosis 
nigricans of the skin developed three months before death. At necropsy there 
was found a carcinoma of the stomach, with metastasis to the regional lymph nodes. 
A circumscribed papillary lesion of the mucosa of the esophagus revealed, histo- 
logically, papillary hypertrophy of the submucosa, with round cell infiltration and 
marked thickening of the epithelial layer. The histologic picture was similar to 


that of the acanthotic lesions of the skin. W. Sapuir. [Arcn. Patu.] 


Tue INFECTIOUSNESS OF PERSPIRATION IN SyPHILIs. IMMO KOuNE, Ztschr. f. 
Immunitatsforsch. u. exper. Therap. 73:279, 1932. 


Rabbits that received injections of the perspiration of syphilitic patients did 
not become infected. No infection resulted when the testicles and popliteal lymph 
nodes of these rabbits were injected into a second group of rabbits. No spiro- 
chetes were detected in the perspiration in the dark field. When spirochetes were 
added to the perspiration, the mixture produced an infection in the rabbit, although 
the motility of the spirochetes was quickly inhibited after the addition of the 


-rspiration. : 
perspiration I. Davipsoun. [Arcu. Nevror. & Psycutat.] 
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Tue LeuKocyTE Picture IN FramsBesta. H. Misarpzu, Lues: Bull. Soc. 
japon de Syph. 7:117 (Feb.) 1932. 


The author has studied the leukocyte picture of the blood in twenty-two cured 
patients with positive reactions of the serum, seventy-two patients with secondary 
frambesia and sixteen with tertiary frambesia. His findings may be summarized 
as follows: In the secondary and tertiary stage, there is usually a slight erythro- 
penia and moderate leukocytosis ; in a certain number of seropositive cases without 
eruption, slight lymphocytosis. However, in the secondary stage there may some- 
times be found marked neutrophilic leukopenia with marked lymphocytosis and 
in the tertiary stage, a moderate neutrophilic leukopenia with a moderate lympho- 
cytosis. In no stage is an increase in the number of the large mononuclear 
lymphocytes and transitionals found. 

CHANGES OF SPIROCHAETA RECURRENTIS UNDER THE INFLUENCE OF DIFFERENT 
PHARMACOLOGIC ReaGEeNTs: III. Tue EFrrect oF PYRIDINE AND ITs 
ALKYL DerivaTIvEs. K. Hosnrna, Lues: Bull. Soc. japon de syph. 7:129 
(Feb.) 1932. 

The author studied the effect of pyridine and its alkyl derivatives on Spirochaeta 
recurrentis in vitro. He found that under the influence of certain concentrations 
of these drugs the spirochetes ceased their movements completely within a few 
minutes. The order of the intensity of the effect of these drugs is as follows: 
pyridine, 1, 2-methylpyridine, 1.32, 2.6-di-methylpyridine, 1.6, 2.4-di-methylpyridine, 
2, 2.6-methylethylpyridine, 4 and 2.4.6-tri-methylpyridine, 5.32. In weaker con- 
centrations of the lower alkyl combinations (like pyridine, 2-methylpyridine or 
2.6-di-methylpyridine) the spirochetes moved more rapidly. This stimulating effect 
was strongest in a pyridine solution, slightly weaker in 2-methylpyridine and 
weakest in 2.6-di-methylpyridine. The higher alkyl derivatives have no stimulating 
effect. 

The toxicity of pyridine and its alkyl derivatives on the spirochetes increases 
with the number of the alkyl side chains, and the stimulating effect diminishes 
with the diminution of the alkyl side chains. 


BoNE CONDUCTION IN TREATED SYPHILITIC PATIENTS. Y. KATAYAMA, Lues: 
Bull. Soc. japon. de syph. 7:137 (Feb.) 1932. 


The author examined 104 syphilitic persons who were treated from 1913 to 
1925 with arsphenamine and mercury and in whom the Wassermann reaction of 
the blood had become negative. He found a diminution of the bone conduction 
in 32 patients. Patients who had received from 3 to 10 Gm. of arsphenamine in 
the early stage rarely showed a shortened bone conduction. 

On the basis of his findings, the author concludes that the shortened bone 
conduction in syphilis can be improved in the majority of cases by antisyphilitic 


treatment. 3100M, New York. 











Society Transactions 


AMERICAN DERMATOLOGICAL ASSOCIATION 
Clinical Meeting, Havana, Cuba, May 4, 1932 
Wittram H. Mook, M.D., President, Presiding 


XANTHOMATOSIS (CONGENITAL). Presented by Dr. V. Parpo-CastEe.Lio 
Havana, Cuba: 


I. G., a white girl, aged 4, was seen for the first time in 1928, at the age of 
8 months. She was presented before the Cuba Dermatological Society with the 
following history : 

“The patient is the daughter of healthy young parents. The family history 
is unimportant. When about one month of age the mother noticed small elevated 
points in different parts of the cutaneous surface, which she termed warts. These 
lesions began as pin-head sized papules which gradually enlarged to the size 
of a pea or slightly larger. No subjective sensations were manifested and the 
general health of the child remained unaffected. 

“Practically the entire cutaneous surface was covered with pedunculated or 
sessile lesions, red, violaceous and in some places deep yellow, of firm consistency 
and sharp outline. Under diascopic pressure all of the lesions revealed a deep 
chamois yellow hue. There were approximately 150 of these tumors in the skin.” 

One of the small tumors was excised for pathologic study. The section was 
composed of a loose magma of connective tissue and a large number of large 
cells filled with droplets of lipoidal aspect (xanthoma.cells). In some places 
these cells were multinucleated, the nuclei being arranged in a crown at the 
periphery of an enormous protoplasmic mass. These pseudogiant cells were 
abundant. 

Laboratory examination revealed 78 mg. of dextrose per hundred cubic centi- 
meters of blood and 125 mg. of cholesterol. 

The patient was placed on a low fat intake, and vitamin D and iron were 
prescribed. Gradually in the course of four years the small tumors had flattened, 
become baggy, as if emptied of their contents, and finally disappeared, leaving 
atrophic rounded or oval scars. The scars were peculiar in that they were 
surrounded by a ring of firm tissue and could be depressed into the skin. They 
were the typical lesions of so-called macular atrophy or vergetures rondes of the 
French. Some lesions in a stage of full development were still present on the arms, 
consisting of small, hard, violaceous tumors. Other lesions were in the process 
of reabsorption, presenting a wrinkled surface with some dark yellow or brown 
elevations, the remains of the tumorous mass. 


DISCUSSION 
Dr. Uno J. Wite, Ann Arbor, Mich,: I think that this case is unusual 
because of the resemblance of the residua of the lesions to the benign tumors 
described by Schwenninger and Buzzi, incidentals of which were recorded some 
years ago by Dr. Sweitzer. The involution of xanthomatous lesions in children 
is‘much more rapid than it is in adults. A diagnosis of xanthoma is acceptable, 
and it would be interesting to know whether there had been any changes in the 
blood fats during the development of the tumors. 
Dr. Ottver S. Ormspy, Chicago: In private practice and also at different 
clinics we have seen a number of children with urticaria pigmentosum exhibiting 
xanthoma-like lesions, also others with true xanthoma, but have never seen one 
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that underwent involution, so if this case is one of xanthoma, it is running an 
unusual course. It seems probable that it belongs in the xanthoma group, but this 
case is unique. 

Dr. WALTER J. HicGuman, New York: This is one of the most interesting 
cases that have been shown. I should like to know whether the histologic studies 
that have been made included infection of the elastic and connective tissues. This 
is a case that objectively resembles the peculiar Schwenninger and Buzzi disease 
as well as xanthoma tuberosum, and just as in fibromas there is sometimes a 
curious involution of the lesions that suggests a macular atrophy, so I think in 
this instance, unusual as it might be, that might happen. I hope that Dr. Pardo- 
Castello will study exhaustively all the lesions that are present, for they are 
important for future reference. 

Dr. WiLtt1AM ALLEN Pusey, Chicago: I think I was the first person to 
revive the Schwenninger and Buzzi syndrome in this country about ten years 
ago, and I cannot see any resemblance in this case to the multiple new growths 
of Schwenninger and Buzzi. In that condition there are no real tumors. The 
apparent tumors are the result of hernia-like protrusions through spots of skin, 
of subnormal strength. When I first saw this case I accepted the diagnosis of 
xanthoma, but as I have thought more about it I have been impressed with its 
resemblance to urticaria pigmentosa. I think I have published the report of one 
case of urticaria pigmentosa in a child with the same cigaret paper atrophy. 
While I am willing to accept the diagnosis of xanthoma, I would not myself be 
able to separate the case from urticaria pigmentosa. 

Dr. HAMILTON MontGomERY, Rochester, Minn.: The sections that were 
presented did not show any of the histologic features cf urticaria pigmentosa, 
but rather all of the features of xanthoma, including the Touton type of 
giant cell. 

Dr. V. Parpo-CasTeLLo, Havana, Cuba.: This case was seen by me when 
the child was 8 months old. At that time there was no atrophy, only tumors. 
rhe involution has all occurred in the last two years. The histology has not 
been carried out satisfactorily, for the child lives a long distance away. The 
lipid content of the blood was not investigated. The amount of dextrose was 
normal, and determination for cholesterol was also within normal limits. 


ERYTHRODERMA CONGENITA IcuTHyosIFoRMIS. Presented by Dr. V. Parpo- 
CasteLito, Dr. J. Grau, Dr. J. J. Mestre and Dr. Rosett, Havana, Cuba. 


M. M., a white Cuban girl, aged 12, had a disturbance which had been present 
since birth, and which improved during the summer months and became aggravated 
during the cool winter months. Her parents were healthy, but two maternal 
aunts were said to have exactly the same condition. One of these aunts had 
had two miscarriages and had two children who were apparently healthy, with 
normal skin. 

The patient presented a generalized erythroderma, the integuments appear- 
ing smooth, shining and glistening, as if varnished. The secretions of the skin 
were greatly diminished. There was desquamation of the entire cutaneous sur 
face, the scales being large and dry in some locations but principally small, 
almost furfuraceous. In the flexures the skin was infiltrated and lichenified. A 
symmetrical palmar-plantar hyperkeratosis, with occasional bullous lesions, was 
present. 

The Wassermann and Kahn reactions were negative. The basal metabolic 
rate was + 11. 

DISCUSSION 

Dr. V. Parpo-Castetto, Havana, Cuba: The family tree is quite interesting 
in this case. The mother of the affected children is perfectly healthy and shows 
no cutaneous abnormalities. Two sisters of the mother have the disease. The 
children of the affected women are normal. 
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Dr. WitttAM ALLEN Pusey, Chicago: This is a remarkably interesting 
group of hereditary dystrophy, and it is useful to see, but we can only express 
our appreciation of the opportunity to see this patient and to hear of the family 
history. 


CONTRACTION OF THE PALMAR ApoNneuROSIS (Dupuyrtren’s Disease).  Pre- 
sented by Dr. V. Parpvo-CAsTeLto and Dr. Socrates Rosetti, Havana, Cuba. 


J. G. C,, a white man, aged 28, a Cuban, was first seen on Jan, 28, 1931. He 
stated that for the past two years his right hand had been gradually contracting, 
until full extension of the fingers was impossible. About seven months before 
he was first seen, his left hand had begun to contract in a similar manner, 

At the time of examination it was difficult for him to do manual work, and 
his work with pen and ink, as a clerk, was becoming increasingly difficult. He 
had received various forms of therapy, locally and internally, particularly hot 
baths and massage, without benefit. He said that there had been no local trauma; 
he had never handled tools or implements that could injure the palm, and there 
was no history of a similar disorder in the family. His wife was healthy, had 
five children in good health and had never had a miscarriage, ‘There was no 
history of syphilis, The patient's mother had died of diabetes 

Examination of the palms revealed hard, elongated elevations of rather regular 
and sharp outline, disposed horizontally and in transverse direction to the axis 
of the hand, On the right hand was an elevation, limited anteriorly and pos 
teriorly by furrows corresponding to the natural lines of the palm, This eleva 
tion was about 3 em, long by | em, wide, situated immediately behind the third 
and fourth fingers, almost exactly corresponding to the head of the metacarpus 
Traversing this horizontal elevation were three less marked, slightly raised lines, 
corresponding to the tendons of the third, fourth and fifth fingers, The fourth 
and fitth fingers were in moderate flexion over the palm, and complete extension 
was impossible, The skin was of normal color, but palpation revealed marked 
induration, and the skin could not be picked up or made to glide over the sub 
jacent structures, 

The left palm presented two elevations of transverse direction, about 2 em, 
long and 1 em, wide, similarly situated and separated from each other by a deep 
furrow, corresponding to the anterior palmar fold, The tendons of the third 
and fourth fingers were also prominent, in the form of vertical lines. To palpa 
tion these lesions were hard and firmly attached to the subcutaneous tissues, The 
fifth finger of the left hand was arched toward the palm; the third and second 
phalanges were flexed over the first. The third and fourth fingers were in 
moderate flexion 

General examination showed that the thorax was narrow and of small respira- 
tory capacity. The lungs apparently were normal. The heart sounds were nor- 
mal. The abdomen was soft on palpation. The teeth were in poor condition, 
many infected stumps remaining in both gums. Neurologic examination gave 
negative results. The blood pressure was 108 systolic and 68 diastolic. 

Urinalysis gave negative results. The Wassermann and Kahn reactions of 
the blood were negative. The blood sugar was 82 mg. per hundred cubic centi- 
meters. The blood calcium was within normal limits. 

A section of skin was excised from the largest elevation of the left hand, 
care being taken to remove the tissues to the fascia. A fragment from a normal 
palm was excised from a cadaver shortly after death and stained with the same 
methods for purposes of comparison. Hematoxylin-eosin, Weigert and van Gieson 
stains were used. 

The epidermis appeared practically normal. The corneous layer was rather 
thick, as is common in this location in males. The granular layer was distinct 
and uniformly composed of three or four rows of cells. The interpapillary proc- 
esses were regular, long and narrow. In some places there was a suggestion of 
acanthosis. No pigment was present in the basal layer. 
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The papillae of the dermis were long and narrow and in a few places one or 
two were decapitated, forming a lake included in the stratum malpighii. The 
reticular layer was deeply stained; the fibrous bundles were thick and appeared 
sectioned in various directions. Blood vessels were abundant, and there was a 
slight round cell infiltration throughout the corium, particularly around the vessels 
and the sweat glands. Toward the deep part of the corium there was a complete 
absence of fatty tissue, and there appeared dense fibrous tissue with a few blood 
vessels and cells. Endarteritis was present in most of the large vessels in the 
corium, 

Veigert’s stain showed an increase of elastic tissue, except in the deep corium, 
where thickened fibrous tissue occupied the whole section. 

The most marked features of the sections as compared with the sections of 
normal skin were the increase and thickening of the fibrous tissue, particularly 
in the deeper corium, where it entirely replaced the normal fatty tissue, and also 
the lax fibrous bundles peculiar to this situation, The increase of elastic tissue 
in the upper corium and the endarteritis of the large vessels were also worthy of 
note 

lhe patient had been treated with filtered roentgen rays, two doses at inter- 
vals of four weeks, No improvement was noted 


PseuporenApe (Broce). Presented by Dr, V. Parpo-Casretto, Havana, Cuba 


Dr. J. V. Ry a white man, aged 43, a physician, had had measles, chickenpox 
and meningitis (?), with subsequent atrophy of the muscles of the legs at the 
ave of 3, (Possibly this was a case of infantile paralysis.) He said that he 
had not had syphilis, 

rhe condition of the scalp had been present for sixteen years, and he con 
nected the appearance of the disease with initiation pranks when he entered 
medical school, which included cutting his hair with an old, blunt pair of clip 
pers, He first noticed itching and slight scaling on top of the head, and then 
the hair began to fall out. Almost simultaneously he noticed generalized falling 
of the hair of the scalp, Following the first period of itching there were never any 
subjective sensations. The disease had progressed slowly, with periods of qui 
escence, but the hair had never returned in any of the affected parts, 

Examination showed that the scalp was partially bald, with a moth-eaten 
appearance and no special distribution. The only remarkable feature was the 
existence of two symmetrical patches of alopecia on the occipitotemporal regions 
rhe scalp was atrophic, white and slightly wrinkled in some areas, and on the 
margin of the bald areas the hair follicles seemed to be more open than normal. 
There were no macroscopic evidences of folliculitis, nor had there ever been 
macroscopic signs of infection. The patient stated that he had frequently seen 
irregular hairs, which were thinned in some areas and thickened in others. 

Cultures for fungi had been negative repeatedly. The Wassermann and Kahn 
reactions were negative on several occasions. No biopsy has been permitted. 


GIANT ANGIOMA TUBEROSUM OF THE Face (ReEsuLT oF RaApituM THERAPY). 
Presented by Dr. V. PArpo-CaAsteLito, Havana, Cuba. 


R. G., a white boy, aged 18 months, was first seen in January, 1931, at the 
age of 2 months. The left side of the face was occupied by an enormous deep 
red mass, which increased the normal size of the face about three times. This 
angiomatous mass extended from the left eyebrow to the side of the nose, the 
upper lip, the side of the chin and then up in a straight line in front of the 
masseteric region. The left eye could not be opened because of the invasion of 
the lids by the tumor. The mass was soft and reducible on pressure. When 
first seen, the central part of the tumor was raw and oozing bloody serum. 

Radium therapy had been employed; the affected surface was divided into 
squares, and, on successive dates, 50 mg. of radium per square centimeter was 
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Fig. 2—The appearance of the patient on Dec. 20, 1931. 
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applied at a distance of 1 cm., using Columbia paste and filtering with 0.5 mm. 
of lead and 0.5 mm. of platinum. Carbon dioxide snow was occasionally used 
in some areas. 

The scar formation was firm, although a certain amount of atrophy and 
retraction remained. No treatment had been given for the past five months. 


DISCUSSION 

Dr. GeorcGE M. MacKee,* New York: Dr. Pardo-Castello has requested 
therapeutic advice. I read the history and am conversant with the dosage, filtra- 
tion and number of treatments. In my opinion, the result has been good. I 
think nothing further is to be gained by the use of radium. I believe the patient 
will continue to improve indefinitely if nothing more is done and that there will 
be very little left in the way of the angioma ten years from now. Eventually 
something should be done to repair the deformity caused by the angioma, the 
loose skin. If this deformity does not disappear in a few years, it can be cor- 
rected by plastic surgery. 


Prurico Noputaris, Presented by Dr. V. Parpo-CaAsteLito and Dr. S. QuEsADA, 
Havana, Cuba. 


A Mexican Indian woman, aged 40, had been living in Cuba for more than 
ten years, had always been healthy and had given birth to two children. The 
cutaneous condition had been present for twenty years, having first appeared on 
the arms, gradually extending to the forearms and the face. 

Inspection revealed fifteen or twenty large papules with excoriated surfaces 
and a similar number of superficial, pigmented, rounded scars. The papules 
began as small pruritic points which gradually enlarged and became more trouble- 
some, and, as the result of scratching, excoriations, small hemorrhages and 
adherent crusts were formed. The papules varied from 3 to 10 mm, in diameter. 
One or two similar lesions were present on the legs. Eventually the papules 


became less pruritic, the infiltration was absorbed and they finally disappeared. 
On the nose and lips there were atrophy and erythema, with profuse scaling 
and marked pruritus. These lesions also had been present for about twenty 
years, but there had never been any papular lesions on the face. 
Roentgen therapy had been used, without improvement. 


DISCUSSION 


Dr. Ottver S. Ormssy, Chicago: Prurigo nodularis was described first by 
Hardaway in 1880 under the title “multiple tumors of the skin accompanied by 
intense pruritus.” In 1906, Schamberg and Hirschler described two cases under 
the same title. In 1908, we had a patient in Chicago, and Dr. Hyde described 
that case under the title, prurigo nodularis. Since then the French have studied 
and discussed this question and have declared that there is no such disease. They 
consider prurigo nodularis a variety of neurodermite. Neurodermite is a pru- 
ritic condition of the skin which becomes thickened and its lines exaggerated in 
patches, forming pseudopapules and there is not much inflammation, while pru- 
rigo nodularis is nodular, characterized by intense itching in the lesions, and it 
may recur after lesions have been excised. The histology is different from 
neurodermatitis, and there is no question in my mind that prurigo nodularis is an 
entity. This patient has a number of lesions that are typical of prurigo nodularis, 
under which diagnosis the case is presented. 

Dr. Upo J. Wire, Ann Arbor, Mich.: I agree concerning the resemblance 
to prurigo nodularis, but wish to suggest lupus erythematosus for the lesions on 
the nose and face. 

Dr. WitttAM ALLEN Pusey, Chicago: I wish to endorse the name of pru- 
rigo nodularis. The association with lupus erythematosus on the nose is inter- 
esting, but it seems to me that it is not a combination that should surprise us. 
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Prurigo nodularis is probably a toxic systemic disturbance and might be a response 
to the same factors as lupus erythematosus. It is extremely interesting and sug- 
gestive to see these two conditions in combination. 

Dr. Howarp Fox, New York: I should like to know whether that was the 
opinion of the presenters, who studied the case. 

Dr. V. Parpo-CaAsteL_to, Havana, Cuba: I feel the same way about the 
lesions on the nose and face. They are not prurigo nodularis, but I must say 
that I cannot see the lupus erythematosus in that locality either. It seems to me 
that the patient has a chronic itching dermatitis, which has remained practically 
unchanged for ten years. It has been entirely resistant to all kinds of treatment. 
No specimen has been taken for biopsy from the lesions on the face. 


Nevus VeRRuUCOSUS UNILATERALIS. Presented by Dr. V. PArpo-CAstTetto, Dr. 
S. Quesapa and Dr. M. Atonso Perez, Havana, Cuba. 


J. R. M., a white girl, aged 9, was first seen on Feb. 4, 1932. She was the 
daughter of Cuban farmers, who stated that the condition had been present since 
birth. She had eight brothers and sisters, none of whom had a similar condi- 
tion. 

The right side of the patient appeared to be covered by verrucous formations 
which were dark brown or black. No lesions were present on the left side. In 
the right axilla the verrucous lesions reached their greatest development, form- 
ing irregular masses. Toward the chest the lesions reached the anterior median 
line, and toward the back, the posterior median line. Downward the masses, 
arranged in lineal bands curving in the same direction as the ribs, reached the 
right flank. In the extremities verrucous bands of zoster-like aspect extended 
from the iliac prominence to the leg, from the abdominal median line to the right 
labium of the vulva. There was also a peculiar, uninterrupted verrucous line 
following the nerve distribution of the lower extremity, extending from the 
genitocrural region to the internal maleolus, where it turned into a corneous pink 
band which followed the internal portion of the foot and ended at the base of 
the great toe. 

On the arm was a verrucous lineal band which started from the axilla and 
extended uninterruptediy on the internal aspect of the arm, elbow and forearm 
to the wrist, where it was continued as a pinkish-yellow corneous band, which 
extended to the little finger. Another verrucous line started at the acromion, 
extended down on the external aspect of the arm and terminated in the upper 
third of the forearm. 

A flat patch parallel to the foregoing line occupied the shoulder. Other lesions, 
arranged in plaques, were seen on the posterior aspect, covering the elbow. On 
the wrist and dorsum of the hand, extending to the index finger, there were 
disseminated lesions. On the anterior aspect of the wrist there were three parallel 
bands extending toward the thumb. No lesions were present on the hands. 

A secondary infection in the tumor-like portion of the axilla gave forth a 
foul-smelling secretion. 


Pempuicus (CHronic). Presented by Dr. V. Parpo-Castetto and Dr. I. 
Ferrer, Havana, Cuba. 


F. V., a white man, aged 50, a Cuban, presented a pruriginous disorder of 
the skin which he said had been present for four and one-half years. He had a 
history of a syphilitic chancre several years before, for which he received a 
short course of treatment. He said that he had used morphine, cocaine and 
alcohol. 

The cutaneous condition consisted of erythematous patches, over which large 
bullae developed which ruptured and left numerous flaky scales and crusts. 
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Nikolsky’s sign was readily obtained. According to the patient, the condition was 
more pronounced in summer than in winter. 

When the lesions first appeared in this case the patient was seen by one of 
the presenters, who considered the case one of unusual dermatitis seborrheica, 
particularly the lesions situated about the head and shoulders. The diagnosis 
was not cleared until a few months later. The patient’s general health remained 
apparently unimpaired, although recently he had appeared thinner and weaker. 
The pupils were contracted, and there was a positive Argyll Robertson sign. 

Urinalysis gave negative results. The Wassermann reaction of the blood was 
negative, but the spinal fluid showed 8 cells, a positive globulin reaction and a 
4 + Wassermann reaction, and the Lange test showed a syphilitic curve. 

The patient had been under observation since November, 1930, and during this 
time he had received treatment at several clinics, without improvement. Recently 
he had been given tryparasamide. 

DISCUSSION 

Dr. FraAnK C. KNow tes, Philadelphia: I wish to put in a plea for the diag- 
nosis of Duhring’s disease in this case. 

Dr. V. Parpo-CastTELLo, Havana, Cuba: This is the patient I spoke to you 
about yesterday afternoon. He came to one of us several years ago with what 
appeared to be an unusual dermatitis seborrheica of the face and shoulder. There 
were thick crusts and lesions entirely out of proportion to that type of case, 
however, and treatment gave no satisfactory results. About a year later bullae 
developed, which were typical of pemphigus. We thought it might perhaps be a 
case of the Senear-Usher syndrome, of which we have not seen a case. 

Dr. Howarp Fox, New York: Has the iodide test been used in this case? 
The duration is too long for pemphigus, and the condition of the mouth is also 
against that diagnosis. The Macht-Pels test might be of assistance. 

Dr. Ottver S. Ormssy, Chicago: This is not the atypical pemphigus I have 
been discussing, but is one of the cases of pemphigus that in the beginning 
show signs of seborrheic dermatitis. I am convinced that a number of cases of 
pemphigus present lesions of dermatitis seborrheica in the beginning and later 
bullae develop. The Nikolsky sign is present in this case. There are no lesions 
in the mouth as yet. 

Dr. Witt1AM ALLEN Pusey, Chicago: May I mention the fact that I have 
seen the Nikolsky sign in exudative erythema that never went on to pemphigus? 
I passed this case of Dr. Pardo-Castello’s as one of pemphigus vulgaris of 
moderate type, in a state of remission. It did not seem to have enough of the 
accumulation of greasy, scaly material that is seen in the Senear-Usher type. I 
am willing to admit that it is a borderline case of Duhring’s disease. We can 
find cases of Duhring’s disease and cases of pemphigus that gradually merge 
into one or the other. 

Dr. Witt1AM H. Mook, St. Louis: I did not see any grouping of the lesions 
or any pigmented scars, and thought that it was a case of pemphigus. 

Dr. V. Parpo-CasteLtto, Havana, Cuba: I am grateful for the discussion. 
[ shall try to send a sample of blood to Dr. Pels for his test, and shall try the 
iodide test mentioned by Dr. Fox. One thing I wish to mention against the 
diagnosis of Duhring’s disease is the fact that the man has no pigmentation and 
very little, if any, itching. 


SYRINGOCYSTADENOMA. Presented by Dr. JUAN Grau, Havana, Cuba. 


L. T., a Negress, aged 26, a seamstress, presented a condition of the skin 
which had been present for ten years. It appeared first on the neck and sternal 
region, and extended slowly to the arms. 

The lesions were brownish, hard, small, pinhead-sized papules, which were 
not pruriginous. The lesions remained isolated from each other, never dis- 
charged, disintegrated or otherwise became complicated. The largest efflor- 
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escences were from 2 to 3 mm. in diameter, round or oval, and sometimes 
accumulated in small patches of three or four elements. 

The Wassermann and Kahn reactions were negative. Urinalysis gave negative 
results. 

A small tumor was excised from the left forearm and a larger and older 
one from the neck. The epidermis appeared practically normal. The corium 
was the seat of a peculiar epithelial proliferation, affecting the form of strands of 
epithelial cells in which a central lumen could be detected in some places. These 
structures bore a close resemblance to the sweat glands. In some areas there 
were numerous cysts, lined with flattened cells. 


ACANTHOSIS NIGRICANS JUVENILIS. CONGENITAL EctTopERMAL Derect (?). 
Presented by Dr. V. PArpo-CAsTeLto and Dr. J. J. Mestre, Havana, Cuba. 


R. A., a Negro, aged 27, was first seen in May, 1926, and since that time had 
been under observation at frequent intervals, his status remaining unchanged. 

His father was a Chinaman, his mother a Negress; both were living and well. 
The patient could not recall ever having hair on his head, but had been told by 
his mother that it fell out when he was 4 years of age. He had always been 
healthy, his only complaint being transient headaches. He applied to the skin 
department of the Calixto Garcia Hospital for treatment of a penile condition 
which proved to be a syphilitic chancre of two weeks’ duration. 

The patient was fairly well developed, tall and lanky, with a marked prog- 
nathism. The ears were deformed, rolled down and slightly fallen. The skin had 
a chocolate tint. The scalp was entirely bald and atrophic, with pigmented and 
achromic points irregularly distributed. On the nape of the neck were papular, 
noninflammatory lesions, the size of a pinhead, which were confluent in some 
areas and the color of the normal skin. They resembled the lesions of derma- 
titis papillaris capillitii, The eyebrows and eyelids were entirely alopecic, and 
about the eyes and elsewhere on the face were small pigmented points, irregularly 
distributed or confluent. 

The teeth were bad; many of them were missing, and those that remained were 
merely infected greenish or black stumps. The patient stated that they were his 
first teeth—that he had never had a second or definite dentition. The tongue 
was covered by islands of hypertrophic, grayish-white papillae, particularly 
abundant on the edges of the organ. With the exception of a few long black 
hairs on the chin, the beard was entirely lacking. 

The neck appeared darker than the normal skin, owing to the presence of 
pigmented spots and nevoid, pinhead-sized lesions. In the axillary regions no hairs 
were seen and the skin was darker than the normal skin, with slight acanthosis 
and numerous papular, black nevoid lesions. No hairs were seen in the ano- 
genital region, there being a slight pigmentation, particularly in the intergluteal 
sulcus, where there was also some acanthosis. 

In the popliteal spaces and over the knees there was a black discoloration 
with thickening of the skin. 

The palms and soles were hyperkeratotic. The finger-nails and toe-nails 
were dystrophic, some being entirely deformed, dry and grayish, with atrophy 
of the lunula and of the ungual sulcus. The sweat and sebaceous secretions were 
considerably diminished. 

The right eye showed irregularities due to synechias and an irregular colo- 
boma of the cornea, which did not interfere with normal vision. 

The patient’s mentality appeared to be normal for his social and educational 
status. The knee jerks were normal; the pupillary reflexes were slow, and the 
Romberg and Argyll Robertson signs were negative. 

Urinalysis gave negative results. The Wassermann reaction was negative. 
Chemical analysis of the blood showed: urea, 40 mg., and dextrose, 75 mg. 

Roentgenograms of the head revealed a normal sella turcica and cranial bones 
of normal opacity. There were no roentgenographic traces of the second teeth. 
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A lesion was removed from the axillary region and showed acanthosis, slight 
hyperkeratosis and strong pigmentation, the pigment reaching down into the 
corium and up into the stratum malpighii. 

Tests were performed on the reaction of the sympathetic nervous system 
with the following results: The oculocardiac reflex was positive. The pulse 
rate was usually from 60 to 65 per minute; it slowed down under pressure on 
the eyeballs until only 48 beats were present on one occasion, and on another 
only 36 beats were counted. The patient complained of dyspnea and a fainting 
sensation. 


Results of Atropine Test 


Blood Pressure 
of 





4 
Time Pulse Maximum Minimum Pupil 


Before injection 130 70 Normal 
10 minutes after injection 

atropine sulphate 125 Normal 
20 minutes after injection t 125 7 Normal 
30 minutes after injection 56 132 7 Normal 
40 minutes after injection 134 Normal 
50 minutes after injection 56 138 . Normal 
60 minutes after injection 136 y Normal 


DISCUSSION 
Dr. George M. MacKee, New York: I agree with Dr. Pardo-Castello’s 
diagnosis of ectodermal defect. There are a number of stigmas; a total absence 
of hair from the entire body, an absence of nails, multiple nevi and deformed 
teeth. I do not see how we can classify the case other than as one of a major 
ectodermal defect. 


EpmpeRMOLysts Butiosa. Presented by Dr. V. Parpo-CasteLtto and Dr. S. 
RoseEt_, Havana, Cuba. 


E. R., a Negro boy, aged 16, born in Cuba, was first seen in September, 1929, 
when he complained of a skin disorder which had been present since the first 
year of his life. He stated that the slightest injury would cause a blister, and 
on healing there would be a superficial scar. His toe-nails had been missing 
since he was quite young, and he had no recollection of their existence. 

Examination showed a well developed Negro boy of normal size for his age, 
quite bright and alert and always willing to work. The cutaneous condition 
was generalized, sparing only the palms, soles, axillae and the genital and peri- 
genital region. The most remarkable lesions were observed over the entire 
skin in the form of atrophic striae and maculae, varying from the size of a pin- 
head to 2 or 3 cm. in diameter. Some of these lesions were round, some oval, 
some irregular and still other lineal, as if the result of scratch marks. Most 
of the atrophic lesions were depigmented, café au /ait hue, and the surface was 
wrinkled. Some lesions were aimost chocolate in color and were rather elevated, 
with a lichenoid aspect. In many of these spots numerous small, white cysts of 
typical milia could be seen. 

The enormous number of cicatricial lesions in some locations, such as the 
dorsum of both shoulders, knees and elbows, determined their coalescence into 
large atrophic plaques. On the thighs the aspect was that of a network. On the 
forehead the lesions resembled small, flattened papules, with the same lichenoid 
aspect seen elsewhere. Some milium cysts were seen in this location. The 
skin of the legs, which was dry and shiny with sparse hairs and some wrinkled 
areas, gave the impression of extreme dryness, and a similar condition was seen 
on the forearms. 

Here and there, without particular distribution, the patient presented small 
blisters and vesicles, usually about 1 cm. in diameter, filled with clear fluid. 
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These lesions appeared suddenly and dried up in a day or two, forming a thin 
dry crust, which, on falling off, left the typical scarring already described. 

The toe-nails were absent, and the toes were rounded, smooth and atrophic. 
The finger-nails were present, except that of the left thumb, of which only a 
small piece remained. 

Nikolsky’s sign had occasionally been detected in several locations. 

Urinalysis gave negative results. The Wassermann and Kahn reactions were 
negative. The Pirquet scratch test gave negative results. The basal metabolic 
rate was + 3. 

Two sections were removed for biopsy, one from a bullous and one from a 
cicatricial lesion. In the section from the bullous lesion, stained with hematoxylin- 
eosin, the epidermis appeared separated from the corium in the form of a bulla 
filled with cellular detritus and red cells. There was intense edema of the 
reticular layer. The corium also was edematous, with flattening of the papillae 
and slight round cell infiltration around the vessels and about the papillae. 
Weigert’s stain showed almost complete absence of the elastic fibers in the 
papillary layer. In the reticular layer the elastic fibers were broken, retracting 
or forming small accumulations. 

Examination of the cicatricial lesion showed that the epidermis had fallen 
off this section. There were no elastic fibers, and the section was composed 
almost entirely of thick bundles of collagenous fibers. 


EPIDERMOLYSIS BuLtosa. Presented by Dr. V. PArpo-Castetto for Dr. JUAN 
Grav, Havana, Cuba. 


R. A., a white Cuban boy, aged 4, had no personal or family history of 
importance. His father and mother were cousins, but there was no history of 
a similar condition of the skin in any of his ancestors. 

Since the first days of the child’s life, his parents had noted a lack of resis- 
tance of the skin and the development of bullae wherever slight pressure was 
maintained for some time, or where an injury, however slight, was experienced. 


The child’s skin was covered by bullae, scars of previous lesions and numer- 
ous milium cysts. 


DISCUSSION 

Dr. Howarp Fox, New York: I think that this case, which I saw on a 
previous visit to Cuba, is the most extraordinary one of the kind I have seen. 
There has apparently been no change in several years. 

Dr. Witttam H. Guy, Pittsburgh: It seems to me that an extensive epi- 
dermolysis bullosa is apparent, but on close examination the scars appear to be 
keloidal. I remember a case seen in New York in the service of Dr. MacKee 
and Dr. Wise in which the same character of keloidal formation appeared in 
the secondary papules in a case of syphilis. 

Dr. Ratpn Hopkins, New Orleans: We see a great many keloids develop 
in Negroes. I recall a case of pustular syphilis in which small keloids developed 
which had a striking resemblance to papular syphilids, on account of the uniform 
size of the lesions, their symmetrical distribution and their grouping. 

Dr. WitttrAM Atten Pusey, Chicago: I see nothing difficult in accepting 
keloids in the wounds of epidermolysis bullosa, particularly in the Negro, who 
has a predilection for keloid. That in another interesting combination that we 
have seen today. 

Dr. WitttaAm H. Mook, St. Louis: One other curious feature was that the 
palms were absolutely free from lesions or signs of any previous lesions, and 
also the finger-nails were normal. The toe-nails were dystrophic. In St. Louis 
we see keloidal growths in the Negro following chickenpox and various other 
diseases. Commonly, the keloids following a general eruption are not as large 
as the ones following burns or incised wounds. I believe that this is a case of 
epidermolysis bullosa with keloid formation. 
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ICHTHYOSIS—LITTLE’s DisEASE. Presented by Dr. V. Parpo-CaAsteLto and Dr. 
Humberto Faz, Havana, Cuba. 


H. C. F., a white girl, aged 11, presented a cutaneous disorder which began 
during the first few months after birth and had persisted ever since. 

Her father suffered from gallstones. Her mother had diabetes and epileptic 
attacks. Her maternal grandparents were living and normal. MHer paternal 
grandfather had died of tuberculosis, and her paternal grandmother was confined 
because of dementia senilis. The patient’s mother had had four pregnancies; 
the first resulted in the birth of a girl, who was still living but was mentally 
retarded and partially deaf; the second resulted in a miscarriage; the third 
resulted in the birth of a normal child, and the fourth resulted in the birth of the 
patient. 

The patient weighed 6 pounds (2.7 Kg.) at birth and apparently was normal, 
but twenty days after birth her skin peeled off in large flakes. This had taken 
place regularly since then, about once a month. Her first teeth broke through 
the gums at 7 months of age. She could not hold her head erect until she was 
12 months old, and ever since the second or third month the mother had noticed 
a certain rigidity of the child’s muscles, which gradually progressed until it 
developed into a contracture of the lower extremities, ending in deformities of 
the feet and legs. She walked when she was 5 years old, developing a spas- 
modic gait and requiring assistance to keep her balance. 

On different occasions during her life she had suffered from mumps, whoop- 
ing cough, angina, numerous respiratory infections and diarrhea. 

Examination showed that the child had a permanent contracture of the lower 
limbs, which were crossed over each other in the lower third of the legs. The 
contracture was also present in the upper extremities, although less marked 
than in the lower. There was a lack of coordination of the muscular movements. 
Her intelligence was limited; she was able to enunciate only a few simple words, 
her memory being confined to a few practical facts. As a result of hallucinations 
of sight and hearing, the patient often gave vent to terrifying, cries, tried to run 
and hide, and would finally lose consciousness. There had never been any con- 
vulsions or choreic or athetoid movements. 

The muscles of the legs were entirely atrophied; the feet were deformed, 
the knee jerks were violently increased, clonus was present, and there was a 
positive Babinski sign. 

The skin was dry, rough and scaling. The scales were large, from about 
0.5 to 1 cm. in diameter, square and grayish, resembling the scales of a reptile. 
There was almost complete absence of hair. The scalp was dry and scaly, and 
the few existing hairs were brittle and lusterless. The face was dry, but the 
scales were thinner and smaller. 

Nearly every month the skin peeled off completely and acquired a reddish 
tint for a few days, the child became sad and irritable, and there was a slight 
rise in temperature. The condition became much aggravated in cool or cold 
weather. 

Examination of the thoracic and abdominal organs revealed no abnormalities. 

The Wassermann reaction of the blood was negative; the Kahn reaction was 
1 +. The basal metabolic rate was — 3. Examination of the blood showed 
4,455,000 red cells and 7,500 white cells. A differential showed: polymorpho- 
nuclears 53.66 per cent; lymphocytes, 40 per cent, and mononuclears, 5.33 per cent. 

Antisyphilitic therapy at various times and glandular therapy had been used, 
without avail. 

DISCUSSION 

Dr. Witt1AmM ALLEN Pusey, Chicago: May I ask what Little’s disease is? 
It is not clear to me, and I ask because it may have some association with the 
defects in the skin. 

Dr. V. Parpo-CAsteLtLto, Havana, Cuba: My understanding is that Little’s 
disease is due to an arrest of development of the pyramidal tract which causes 
spastic paralysis of the lower extremities. It is a congenital condition. 
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A Case For Dracnosis (LEISHMANIASIS?). Presented by Dr. V. Parpo- 
CASTELLO, Havana, Cuba. 


A. M. C., a white girl, aged 19, born in Cuba of Syrian parents, was in good 
health until her seventh year, when she had an acute infection of the throat which 
was diagnosed as diphtheria. After several weeks her condition seemed normal, 
but since that time she had frequently had small abrasions and ulcerations of 
the mucous membranes of the mouth and nose which were painful. In 1922, 
she had a fall, as a result of which her knees remained sore, and small blisters 
formed from time to time, healing taking place slowly and being complete only at 
the end of a year. During this time she had a slight rise in temperature every 
evening. Ulcerations of the mouth, gums and throat continued from time to 
time. 

When the patient was first seen by the presenter in 1928, she had irregular, 
atrophic scars on both knees, about which, and on the scars themselves, small 
bullae developed from time to time, with acute symptoms and small violaceous 
nodules, varying from 0.5 to 2 cm. in diameter. Similar nodules were present 
on the left ankle, gluteal regions and arms. The nodules commonly softened, 
suppurated and healed, leaving atrophic scars. Over both elbows atrophic scars 
were prominent features. 

The most conspicuous lesions were in the mouth and nose. The upper lip had 
suffered so much from repeated ulcerations that the scarring gave it the shape 
of an incomplete harelip. The soft palate was retracted and distorted from 
irregular scarring, and the nose was flat because of destruction of the cartilage 
of the septum. The nares were small, almost obliterated, and breathing usually 
took place through the mouth. Both gums appeared soft and spongy and bled 
easily when touched. The patient suffered intensely. In 1928, she had to 
undergo intubation due to asphyxia from ulcers which developed in the glottis, 
epiglottis and pharynx. 

The patient had been under observation since 1928, and although greatly 
improved, she still had lesions in the mouth and an occasional blister in the skin 
of the buttocks or legs. 

The Wassermann and Kahn reactions had been negative repeatedly. The 
Pirquet scratch test gave negative results. The local exudate from the cutaneous 
and mucous lesions showed only numerous pus germs, and cultures failed to 
show either fungi or specific bacteria. Examination of the blood showed 4,800,000 
red cells, 10,660 white cells and 75 per cent hemoglobin. <A differential count 
showed: polymorphonuclears, 74.7 per cent; lymphocytes, 43.3 per cent; mono- 
nuclears, 4.4 per cent, and eosinophils, 0.3 per cent. 

The patient had been under treatment with intravenous injections of antimony 
and potassium tartrate, and had shown progressive and steady improvement, a 
gain in weight and normal development. Under this therapy, the ulcers of the 
mouth had healed. In 1930, a plastic surgical procedure was performed on her 
nose and upper lip, which improved her appearance considerably and allowed 
her to breathe through her nose. The family had not permitted a specimen to 
be taken from one of the active lesions for biopsy. 

At the time of presentation, the patient’s general health was good. She still 
had occasional ulcerations of the mouth, and a spongy condition of the gums 
persisted. All of the lesions were readily controlled by intravenous injections of 
antimony and potassium tartrate. 

The following diagnoses were considered: lazarine leprosy, systemic blasto- 
mycosis, congenital syphilis, espundia and leishmaniasis. 


DISCUSSION 
Dr. WittraAm ALLEN Pusey, Chicago: This is a new condition to us, unless 
it is leprosy. 
Dr. Water J. HiGHMAN, New York: I understand that the patient was 
given both antimony and potassium tartrate and the iodides by mouth and intra- 
venously, and I should say that one of these drugs has produced a recovery. 
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Dr. Howarp Fox, New York: Although I did not see the patient I should 
like to say a word about leishmaniasis. The disease has nothing whatever to do 
with leprosy. The type seen in South and Central America and in Mexico 
should best be called American leishmaniasis due to Leishmania braziliensis. In 
Peru it has the local designation of espundia, though it is the same disease that 
is seen more commonly in certain parts of Brazil. To call the disease with such 
a wide distribution by a local name would be like using the term French itch 
for scabies. 

Dr. V. Parpo-CAstELLo, Havana, Cuba: I do not know the diagnosis. There 
is one significant fact. The patient gets relapsing lesions of the mouth which 
clear up rapidly under injections of antimony and potassium tartrate. She 
becomes very ill when she has lesions in the mouth, having a fever and feeling 
acutely ill. At first my diagnosis was systemic blastomycosis, but this was not 
substantiated on further investigations. I tried unsuccessfully to find acid-fast 
bacilli. The serology was negative. She did not improve after injections of 
compound solution of iodine, but she did improve after injections of antimony 
and potassium tartrate, which we used on the assumption that the condition 
might be leishmaniasis. Lesions still develop in the mouth, but they clear up 
rapidly. The probabilities are in favor of leishmaniasis. The patient had a 
marked deformity of the upper lip, but a plastic operation was performed two 
years ago, resulting in great improvement. 

Dr. Witt1AM H. Mook, St. Louis: I wish to ask Dr. Fox whether relapses 
occur in the American type of leishmaniasis. 

Dr. Howarp Fox, New York: American leishmaniasis lasts for many years. 
The lesions usually appear first on the skin and later may invade the naso- 
pharynx, often after many years. Such lesions are destructive. The American 
type of leishmaniasis differs from oriental sore due to Leishmania tropica in 
that it lasts more or less indefinitely and does not produce any immunity as does 
oriental sore. 


LYMPHANGIOMA TUBEROSUM: LYMPHANGIOMA CIRCUMSCRIPTUM. Presented by 
Dr. IsMAEL FERRER, Havana, Cuba. 


M. F., a white girl, aged 7, was seen for the first time five years before 
presentation because of an acute lymphangitis of the face and neck. The parents 
stated that the child was born with a tumor-like enlargement of the right cheek, 
which caused no inconvenience until the attack of acute lymphangitis. About a 
yéar and a half after the birth of this child, the mother had a stillborn infant 
which apparently presented the same tumor formation. There was no history 
of syphilis, tuberculosis or congenital malformations in the family. 

The patient’s left cheek was enlarged to about twice normal size, but during 
recent years the enlargement had diminished considerably. Attacks of acute lymph- 
angitis had been frequent since the first year of life. At 3 years of age, following 
an acute episode, there appeared in the right side of the neck a number of pearly 
vesicles arranged in bouquet-like formations and containing clear lymph. There 
were also a few similar vesicles in the mucous membrane of the cheek. 

The consistency of the tumor of the face was soft and spongy, and under 
pressure of the hand it seemed to yield, as if emptied. 

The parents would not allow a specimen to be taken for biopsy. 

Radium therapy had been advised. 


DISCUSSION 


Dr. Grorce M. MacKee, New York: Regarding therapy in this case, it 
has been my experience that radium in doses that are safe are not effective in 
lymphangioma of the cavernous variety if it is the pure type. In hemangioma 
one may expect some result from gamma irradiation. Very large doses may be 
effective, but undesirable sequelae are likely to develop several years subsequently. 
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The sequelae are apt to be cosmetically worse than the nevus, and, also, they 
may be dangerous, which the nevus is not. The best results I have seen have 
been obtained with surgical diathermy. In most instances good results can be 
obtained by inserting the needle into the lesion, at intervals of about 1 cm., and 
by using a strong monopolar coagulating current for one or two seconds. This 
is followed by sloughing, and the end-results are satisfactory. Irrespective of 
treatment, infection sometimes occurs and the patient may be seriously ill. 

Dr. WILLIAM ALLEN Pusey, Chicago: I have been much surprised in cases 
of lymphangioma of the cheek to be able to get good results with good hard 
freezing. In the smaller lesions use of the electrocautery is good, but this treat- 
ment is more complicated. 


EpITHELIOMATOSIS, MULTIPLE, SUPERFICIAL, PIGMENTED. Presented by Dr. 
IsMAEL FERRER, Havana, Cuba. 


C. P., a white woman, aged 50, consulted the presenter because of a cutaneous 
condition that had been present for twelve years. The lesions consisted of slowly 
growing patches which began as small flat lesions and progressed by peripheral 
enlargement. There was no history of syphilis or of arsenical therapy. 

Numerous lesions in the form of flat, irregular, sometimes pigmented plaques 
of circular outline were observed over the scapulae, on the lumbar and submammary 
regions, on the flanks, on the neck and about the ears. In the interscapular region 
there was a beginning lesion, represented by a white, lenticular elevation, which 
was transparent, as if containing fluid, with some fine peripheral telangiectasis. 
The lesions varied from 1 or 2 cm. to 10 cm. or more in diameter. They were 
waxy, brown or even black, the pigment being studded on the surface as small 
confluent dots. 

Some lesions were covered by scales and crusts, which on removal left a 
bleeding surface. There was slight infiltration of the skin, except in the margin, 
where there was a fine elevated ridge. Some of the lesions often underwent a 
process of spontaneous regression, leaving a soft, pink, atrophic scar. 

Two biopsy specimens had been taken, one from a beginning whitish, lenticular 
lesion, the other from a larger, older plaque. 


DISCUSSION 


Dr. HAMILTON MoNntTGOMERY, Rochester, Minn.: The depigmented areas 
were rather striking. In one of the histologic sections there was a squamous cell 
as well as a basal cell growth. 


Mycosis FUNGOIDES? Presented by Dr. R. QueRo, Havana, Cuba. 

S. T., a Negro laborer, aged 49, born in Cuba, presented numerous fungoid 
tumors on the scalp, face, neck, trunk and extremities. He stated that these lesions 
had begun d’emblée about seven years previously, without any subjective sensa- 
tion. The tactile, thermic and painful sensations were normal. 

The lesions were dark red and soft and had acquired the size of an egg, or 
even larger,-in some locations. On the face and neck they coalesced to form 
fungoid masses of irregular outlines. The patient stated that these lesions had 
a tendency to ulcerate, similar to the lesion that was present on the left clavicle. 
The axillary glands were enlarged on both sides. 

This patient had been sent to the leper hospital as having a case of leprosy. 
No detaiicd examination had been possible, but clinically the lesions appeared to 
be mycosis fungoides. 

DISCUSSION 

Dr. Upo J. Wire, Ann Arbor, Mich.: I should like to ask the members 
whether they see many cases of mycosis fungoides in Negroes. My impression is 
that it is rather rare. 


Dr. Ratpn Hopkins, New Orleans: I have never seen a case in a Negro. 
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Dr. E. B. TAuBER, Cincinnati: We have had two cases of mycosis fungoides 
in Negroes. One patient died just recently, and we still have the other one at 
the hospital. 

Dr. Howarp Fox, New York: I have never seen a case in a Negro, but I 
recall that Dr. Hazen reported a case in this race. 


Dr. WALTER J. HicuMAaN, New York: Does the diagnosis rest on the 
histologic findings? The grouping and appearance of the lesions seen on the scalp 
and one side of the face strongly suggest a classic moulage in the collection at 
Vienna of a case of leukemia of the face and head. As I recall it, that patient 
had lesions on the face and neck as this one has. I do not think that mycosis 
fungoides can by any means be excluded, and histologic investigation will have to 
be carried out. It is an interesting clinical picture. 

Dr. Witt1AM H. Mook, St. Louis: We had a case of mycosis fungoides 
which began with a nodule on the cheek and developed to the size of a walnut 
in about six weeks. The nodule was excised, and no more lesions appeared for 
six months or a year, when they appeared all over the body. The patient lived 
about two years, and enormous tumors developed over the body which ulcerated 
and then healed, leaving hardly any perceptible scars. There were never any 
of the mycotic lesions or pruritus which we usually see, but histologically the 
case was one of mycosis fungoides exactly similar to the one presented. 


MiLrarRY SARCOID: SCROFULODERM. Presented by Dr. V. PArpo-CAsTELLo, 
Havana, Cuba. 


V. G., a Cuban Negro, aged 25, was first seen on April 14, 1932, because of 
an ulcerated and suppurating cutaneous lesion of the right groin and numerous 
papules over the trunk. There was no subjective sensation, except pain on pressure 
when the ulcer of the groin was examined. 

The lesion of the right groin had existed for a month, and began as a swelling 
which attained the size of a Mandarin orange, when it broke down, leaving a red, 
oozing ulcer and two or three peripheral sinuses. The ulcer was about 10 cm. 
in diameter ; it discharged a fetid, seropurulent exudate; its borders were violaceous 
and irregular, and at the bottom could be seen a red, beefy, granulomatous tumor 
the size of a walnut. 

The lesions of the skin consisted of small papules or nodules, varying from 
1 mm. to 1 cm. in diameter, of dark chocolate hue, such as the normal skin of 
the patient, or slightly darker, and were situated on the trunk, thighs and arms. 
A few could be seen on the legs, but there were none on the head, neck, hands, 
feet or genitalia. The lesions had been present for four months. The larger 
lesions presented a peculiar striated appearance, as if wrinkled, and if spread 
atrophy could be seen in the center of the lesion, surrounded by an almost black 
ring. The smaller lesions were frankly lichenoid in appearance. 

The Wassermann and Kahn reactions were negative. Urinalysis gave negative 
results. 

A section of the tumor of the groin was excised whole for biopsy by Dr. 
Despaigne and presented a typical tuberculous structure, with many giant cells. 
The sections of the skin showed a heavy infiltration of the papillary layer in the 
form of circular nests of epithelioid and round cells and many plasma and 
giant cells. 


ERYTHEMA GYRATUM PERSTANS. Presented by Dr. Brautio SAENz, Havana, 
Cuba. 


J. G., a white man, aged 40, stated that his lesions had appeared twelve years 
prior to presentation and were first noted on the trunk. Following this they 
appeared in crops, increased in size and number and gradually disappeared. There 
was no pruritus, but on some occasions a thin scaling of the epidermis was noted. 
The lesions were round or oval and varied in size from one-half inch (1.27 cm.) 
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to 4 inches (10.16 cm.). The center was normal, and the border was slightly 
raised, erythematous and edematous. 
The Wassermann and Kahn reactions were negative. 


ERYTHEMA GYRATUM PERSTANS. Presented by Dr. BRAuLIO SAENz, Havana, 
Cuba. 


R. G., a mulatto Cuban, aged 31, presented an eruption of four years’ duration. 
There had been successive eruptions, without an interval of total disappearance, 
but at certain periods the lesions were reduced considerably in number, giving the 
appearance of a definite regressive tendency. 

The lesions appeared first on the surface of the abdomen, and extended over 
the entire region of the thorax and abdomen to the groin. Similar lesions were 
present under the arms and around the elbows. They were much less abundant 
on the back, and only one lesion was observed on the leg above the calf. 

The eruption had the appearance of a small series of rather red points, causing 
a barely perceptible roughening of the skin and a slight edematous aspect, 
resembling an early case of lichen urticatus. The eccentric growth appeared in 
all the lesions, and on the third day there was a superficial, fine scaling of the 
epidermis in their central portion, which was fairly adherent. 

The majority of the lesions were round or oval. There was a tendency to 
coalesce and create larger lesions of irregular contour in which, as well as in 
the isolated lesions, a red halo about 2 mm. wide appeared all around the border. 
The central portion reappeared and again disappeared, leaving a pigmentary stain 
which was especially evident in new lesions, and which lessened until it totally 
disappeared in the later lesions. The epidermis presented a mottled appearance 
which contrasted in some lesions with the halo, which was slightly edematous and 
which circumscribed it. 

There was no dermographism and very little pruritus. 

The Wassermann, Kahn and Pirquet tests gave negative results. 


DISCUSSION 


Dr. SAMUEL SWEITZER, Minneapolis: These are interesting cases. The one 
with pigmentation had persisted for twelve years, and there were some lesions 
that looked like pityriasis rosea. I think that the white man had a typical case 
of this condition. It strikes me that the condition is the same as erythema annulare 
centrifugum. The biopsies did not show much, but were distinctive so far as the 
microscopic picture goes. The persistence of the lesions is striking. 

Dr. Frep Wise, New York: The last case is similar to the cases recently 
described by Butler and by Throne. The other case is not so easy to diagnose, 
because it would take considerable investigation to determine what the patient 
has. He presents a few wheals on the back which might be almost anything. I 
always think of a drug eruption in a case of this kind. The pigmentation is 
pronounced and suggests arsenical pigmentation and mottling. I doubt whether 
the pigmentation and comparative depigmentation suggest previous disease. It is 
difficult to say anything about the lesions on the shoulder blades without further 
study. I am hesitant about making a diagnosis of Darier’s disease (erythema 
annulare centrifugum) in a case of this kind. 


SYPHILITIC LEUKODERMA AND KERATOSIS? PINTA? Presented by Dr. A. 
PELAEZ, Havana, Cuba. 


S. D., a Negro, aged 24, had a cutaneous involvement of three months’ dura- 
tion. The lesions consisted of achromic patches with a violaceous, hyperpigmented 
border, occupying the right hand. There was hyperkeratosis of the palmar surface. 
There was no subjective sensation. 

The patient said that he had not had a syphilitic infection, but the Wassermann 
and Kahn reactions were strongly positive. 
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LEUKODERMA: Late TERTIARY SypuHILis. Presented by Dr. BRAULIO SAENz, 
Havana, Cuba. 

A. V., a mulattress, aged 43, gave a history of syphilis twelve years previously. 
She was first seen three years before presentation because of lesions that had 
been present for three or four years. 

On both palms were observed leukoderma and pigmentation, and there was a 
history of preceding infiltration of both palms. 

The Wassermann and Kahn reactions were negative. 


SypHILITIC LEUKODERMA AND Keratosis? Pinta? Presented by Dr. V. 
PaRDO-CASTELLO and Dr. R. [parrA, Havana, Cuba. 


D. L., a Negro, aged 44, was first seen in March, 1931, because of discoloration, 
dryness and thickening of both palms and soles. He said that he had not had 
syphilis, but stated that several years before he had had a sore on his penis which 
healed under local treatment. His wife had had two miscarriages and seven 
children, two of whom died in early infancy, one from meningitis and the other 
from congenital heart disease. 

The patient’s cutaneous condition was first noted three months before his 
first visit and was evidenced by dryness and gradual thickening of the palms and 
soles, leading to leukoderma of the affected parts. 

On examination, both palms and the anterior aspect of the wrists were covered 
by dry, whitish scales over a keratotic skin, which, on the well marked edges, 
was hyperpigmented but in the center was entirely devoid of melanin. The skin 
of both soles presented the same appearance. The mucous surface of the- lower 
lip showed loss of epithelium and accumulations of keratohyalin, which formed 
white spots. There was a triangular leukoplakia of the left cheek. In both 
inguinocrural regions there were symmetrical plaques of irregular pigmentation 
in the form of a network. The finger-nails and toe-nails were markedly affected; 
most of them were brittle and distorted, and some had entirely disappeared. 

The Wassermann and Kahn reactions were positive. 

The general aspect, location and evolution of the disorder were suggestive of 
dermatophytosis. Repeated examination of the scales and cultures on Sabouraud’s 
medium gave negative results. 

After a course of arsphenamine (ten doses) and bismuth salicylate (sixteen 
injections), the lesions of the hands disappeared without any local treatment, 
leaving only the leukodermic discoloration, which was indistinguishable from that 
of vitiligo. On both feet, hyperkeratosis and leukoderma were still present. In 
the inguinal regions the irregularly pigmented spots persisted, but there was no 
scaling. 

The patient had received no recent treatment, as he had only recently been 
located to be presented on this occasion. His Wassermann and Kahn reactions 
were still positive. 


SYPHILITIC LEUKODERMA (SYMMETRICAL) AND KERATOSIS? PINTA? Presented 
by Dr. V. Parpo-CasTELLo, Havana, Cuba. 


E. C., a Negress, aged 32, was first seen on Sept. 21, 1931, because of a 
symmetrical discoloration of both hands and pigmentation of the face, of eight 
years’ duration. 

She said that she had not had syphilis. She had had three pregnancies with 
healthy children, all living and sound. 

Examination revealed hyperkeratosis and leukoderma on the palmar aspect 
of both hands, ending abruptly at the wrists and dorsa of the fingers. On the 
face there was a black discoloration, without apparent change in the texture of 
the skin, with a fading and irregular outline, affecting the upper lip. On the 
mucous membrane of the cheeks and on the tongue were small patches of 
pigmentation. There was no subjective sensation. 
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The Wassermann and Kahn reactions were strongly positive. Urinalysis gaye 
negative results. 

For the past three months the patient had been under treatment with neo- 
arsphenamine and bismuth, as a result of which the hyperkeratosis of both hands 
had disappeared, leaving only leukoderma. The pigmentation of the face remained 
unchanged. 

The Wassermann and Kahn reactions were still 4+. 


SypHItitic LEUKODERMA WITH AtTRoPHY? PrNntTA? Presented by Dr. V. Pari 
CASsTELLO, Havana, Cuba 


G. L., a Negress, aged 52, was first seen in 1930, because of hyperkeratosis 
of the soles and a keratosis and leukoderma of the right palm. The latter lesion 
was well defined, invading the anterior aspect of the wrist, where it ended in a 
sharply marginated border. There was no subjective sensation. 

Examination for fungi gave negative results, and cultures were negative on 
repeated occasions. The Wassermann and Kahn reactions were strongly positive. 

Under antisyphilitic treatment with arsphenamine and bismuth, the lesions had 
gradually disappeared, leaving only leukoderma and atrophy of the right hand 

The Wassermann and Kahn reactions were still 4+. 


DISCUSSION 


Dr. V. Parpo-CastTELLo, Havana, Cuba: I wish to say a few words in regard 
to these cases, because to me they are the most interesting that have beet 
presented. We have seen these cases during the last eighteen years. At first 
we made a diagnosis of a peculiar form of dermatophytosis with subsequent 
discoloration of the skin. We found no fungi in the skin except on a few 
occasions, and the fungi recovered were apparently saprophytes. We tried various 
forms of treatment without results, until about five years ago, when Dr. Saenz 
saw a patient with a coincident gumma of the leg. In that patient the lesions 
of the hands and feet cleared up under the antisyphilitic treatment instituted. Con- 
sidering the reports by Dr. Wise and Dr. Fox on pinta in Mexico and South 
America, I suspected that we were facing a similar condition. Within the last 
few years we have had more and more patients with this condition, all of whom 
have had persistently positive Wassermann and Kahn reactions. When the lesions 
are first seen they are squamous and have a pigmented border. The pigmentation 
is usually dark blue, almost black. The lesions undergo spontaneous involution, 
leaving atrophic areas in some places, and in others the skin becomes almost 
normal, but the leukoderma always remains. The question in my mind has been 
whether this is a peculiar form of syphilis or whether it is pinta. It is interesting 
to note that the lesions are always symmetrical. In one patient they spread to 
the legs, groins and the arms, and in another, whom you saw today, the lesions 
affected the face. Also, I thought that perhaps what is called pinta in Mexico 
could be a form of cutaneous syphilis. There is an opinion among South American 
and Mexican dermatologists, which is shared by Dr. Fox, that pinta is a spiro- 
chetosis due to an as yet unknown organism. Histologically, the lesions are those 
of mild chronic inflammation with perivascular round cell infiltration in the upper 
corium. The most important feature is the heavy deposit of pigment in the 
papillary layer. 

Dr. Howarp Fox, New York: These cases are extremely interesting to 
me in view of my experience with carate in Colombia and mal del pinto in 
Mexico. First I should like to say that I do not think that a diagnosis of 
syphilis could be entertained in these cases. The lesions would be of the late 
type if the condition were syphilis, and it would be unusual for late manifestations 
to be so symmetrical. Furthermore, it would seem strange that about eighteen 
cases of syphilis had been observed in Havana all of which were of a type with 
which none of us is familiar. 
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\t the present moment I do not think that the appearance of these patients 
would warrant an unquestioned diagnosis of pinta. In view of the fact, however, 
that Dr. Pardo-Castello stated that they had previously presented slaty blue 
pigmentation for a long time and that this had disappeared under treatment, I 
would feel justified in considering these cases as pinta. I naturally hesitate to 
make a diagnosis of a disease heretofore unrecognized in Cuba, but I think that 
Dr. Pardo-Castello’s supposition that this condition is pinta is correct. I recently 
had a similar experience in the Virgin Islands, where I saw several cases which 
[ considered pinta, though the disease had not previously been recorded as being 
present in that locality. 

The striking clinical features in most cases of pinta are the slaty blue or bluish- 
black pigmentation which occurs especially on the face and on other parts as well. 
It may be either stippled or diffused. In addition, there are areas of partial and 
of complete depigmentation, the latter being precisely similar to ordinary vitiligo. 
The vitiliginous changes are permanent, while the other lesions mentioned are 
amenable to treatment. In my experience, scaling is not a characteristic feature, 
as in many of my cases it was difficult to obtain a sufficient amount of scales for 
microscopic examination. I do not think there is any good evidence that the 
disease is due to a fungous infection of the skin and am glad that the Pinta 
Commission of Mexico is of this opinion. 

A most interesting and significant fact is that in almost 100 per cent of the 
cases the Wassermann and Kahn reactions are strongly positive. Furthermore, 
the disease yields to a certain extent to antisyphilitic treatment. After such treat- 
ment, the bluish color may disappear completely. It has naturally been suspected 
that the disease is due to some spirochete, which thus far has not been determined. 

Dr. Ratpu Hopkins, New Orleans: Does the antisyphilitic treatment stop 
the spread of the disease to other portions of the body? 

Dr. V. PArRpo-CaAsTELLo, Havana, Cuba: Yes, it stops it absolutely. The 
lesions disappear just as syphilitic lesions would. The cases you have seen are 
really an end-result of the antisyphilitic therapy. These patients were treated with 
neoarsphenamine and bismuth. 

Dr. Witt1AmM H. Mook, St. Louis: One of the patients had distinct dark 
slate-colored deposits of pigmentation on the cheek and lips and on the hands 
and forearms that looked like a generalized tinea. There was black, or almost 
black, pigmentation all over the lips and the right cheek, and the arms presented 
the same picture as the rest of the cases. 


“PITHELIOMA (SguAMOoUS CELL) ON CHRONIC OSTEOMYELITIS. Presented by 
Dr. BrauLtio SAENZ, Havana, Cuba. 


V. L. F., a white man, aged 47, a Cuban, stated that he had had syphilis 
twenty years previously. A perforation marked the site of a gumma of the 
hard palate. 

The present condition started thirty years prior to presentation and was 
diagnosed as osteomyelitis of the tibia, with a fistula and a discharge. At times 
the condition appeared almost cured. About one year before presentation, the 
patient noticed a tendency toward granulation on one of the fistulas, and a 
growth developed. 

Biopsy revealed a squamous cell epithelioma 

he Wassermann and Kahn reactions were 3 +. 


Leprosy (MACULO-ANESTHETIC): SovLiraRY Lesion. Presented by Dr. V. 
PARDO-CASTELLO and Dr. JuAN Grau, Havana, Cuba. 


E. H., a white man, aged 25, had first noted the presence of a macule, about 
9 by 6 cm. in diameter, on the external aspect of the left ankle eight months 
before presentation. The lesion was violaceous and was anesthetic to pain and 
temperature. No other lesions could be found on painstaking examination. 
Hansen bacilli were not found. 
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Leprosy (LAZARINE). Presented by Dr. JuAN Grau, Havana, Cuba. 


A. B., a Spaniard, aged 26, a field worker, went to Havana from Santa Clara 
Province about eight months before presentation. He stated that about two 
years previously he had first noted a blister on his left foot, which he attributed 
to a tight-fitting shoe. The blister ruptured, and a small ulcer developed which 
required four months to heal. Shortly afterward a similar lesion developed on 
his right foot. Almost immediately a blister appeared, and subsequent ulcers 
formed in the clavicular regions and on the left leg. In spite of a negative history 
and negative serologic findings, these lesions were diagnosed as syphilitic. No 
improvement was noticed under arsphenamine therapy. 

About a year before presentation blisters, followed by ulcers, appeared on both 
elbows, the right arm and the left hand; those on the hand produced destruction 
of the little finger, with no tendency toward healing. The lesions were accompanied 
by an enormous edema and redness of the affected parts, but with little or no 
pain. Once an ulcer was established it progressed for months peripherally and 
in depth, by a process of scar formation. The margins of the ulcers were anes- 
thetic, violaceous and sometimes frankly gangrenous. There was an abundant 
ichorous discharge. 

The general condition of the patient was precarious, and he was rapidly 
approaching cachexia. 

Bacteriologic examination of the discharge showed numerous acid-fast bacilli 
arranged in clumps. 


Leprosy (TROPHO-ANESTHETIC). Presented by Dr. R. QuERoO, Havana, Cuba. 


A. B., a white farmer, aged 47, stated that his disease had begun seventeen 
years prior to presentation on both hands and feet. The fingers began to retract 
over the palm, and the muscles atrophied, leaving a thinned and deformed extremity. 
The bones of both feet had undergone a process of decalcification, and the feet 
appeared shortened. There was atrophy of the leg muscles. 

Anesthesia was present in large areas of the skin, particularly of the extremities, 
which caused the patient to burn himself frequently without his knowledge. There 
were numerous scars of injuries received at different times. The skin was dry 
and scaly, with a somewhat purplish hue. There was mal perforans plantaris. 
The face was immobile, owing to facial paralysis and muscular atrophy, and the 
expressionless countenance was characteristic. Bell’s sign was present in both eyes. 


Leprosy (MacuLo-ANESTHETIC). Presented by Dr. R. QueRo, Havana, Cuba. 

R. G., a Chinese laundryman, aged 49, stated that his disease had begun on 
the face seven years before presentation. The lesions were maculo-anesthetic, 
pink plaques, which varied from 2 to 10 cm. or more in diameter. The outer 
third of the eyebrows was hairless. 

Examination revealed generalized maculo-anesthetic lesions, which were rather 
pink, oval, round or polycyclic, with well marginated borders. The lesions were 
anesthetic to pain and temperature. 

The patient complained of rheumatoid pains in both legs and had occasional 


attacks of fever. 


Leprosy (Noputar). Presented by Dr. R. QuerRo, Havana, Cuba. 


A. P., a white Cuban, aged 45, stated that his disease was of twenty-eight 
vears’ duration. It began in the hands, and the patient noted a lack of strength 
and ability to hold things. The fingers then underwent a gradual process of 
deformation, until he could no longer work. Blisters were common on the hands 
and feet, some of them resulting in ulcers. Nodular lesions appeared for the 
first time four years previous to presentation. 
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At the time of presentation, the hands were deformed and atrophic, and the 
face was infiltrated and erythematous. There were numerous small lepromas on 
the trunk, alternating with large erythematous lesions. The lepromas on the arms 
were notably symmetrical. 


Leprosy (ERYTHEMATO, DyscHROMIC). Presented by Dr. R. QuEeRo, Havana, 
Cuba. 


R. M., a Spanish laborer, aged 50, went to Cuba thirty years prior to presenta- 
tion and showed the first signs of the disease twelve years before presentation. 
He noted first falling of the outer third of the eyebrows and erythematous patches 
on the face and trunk. The erythematous lesions had gradually disappeared, 
leaving achromic lesions of irregular outline (vitiligo graviour). The ears were 
deformed, the nose was saddle-shaped, and the septum was ulcerated and collapsed. 
The cutaneous patches were entirely anesthetic. 

There were hyperpigmented areas and scars on the legs. Mal perforans 
plantaris was present. The fifth finger of the left hand appeared deformed, the 
result of a whitlow, which terminated in the elimination of an osseous sequestrum. 


Leprosy (ACROMUTILATING) IN A CHILD. Presented by Dr. V. Parpo- 
CASTELLO and Dr. R. QuEerRo, Havana, Cuba. 


L. A., a white boy, aged 7, the son of a farmer, according to the parents, 
was born without medical assistance, being cared for by a neighbor woman who 
suffered from leprosy. This woman cared for the child’s umbilicus with her 
bare, ulcerated hands. At 4 months of age the patient presented inflammation, 
blisters and ulcers of both hands and feet, and these ulcers resulted in deep ulcers 
which destroyed the fingers and toes. Both feet were reduced to stumps, and 
several fingers were missing from the hands. There was anesthesia of the affected 
parts, but the skin as a whole was free from lesions. 

There was enlargement of the lymphatic glands of the groins, and a few 
lesions were observed on both legs. 


Leprosy (MACULAR AND Nopwutar). Presented by Dr. R. QuERo, Havana, 


Cuba. 


M. M., a white barber, aged 38, first noted the manifestations of the disease, 
in the form of macules of different sizes and shapes, about twenty-eight years 
prior to presentation. The lesions remained solitary until thirteen years before 
presentation, when the patient suffered from rheumatoid pains in the extremities, 
attacks of high fever and rhinitis. Following the febrile attacks, he noted the 
appearance of numerous pink or red spots and plaques. 

At the time of presentation, the patient had numerous erythematous and nodular 
lesions on the face, trunk and extremities. The breasts were enlarged, assuming 
the appearance of feminine breasts. The legs and the left arm were elephantiasic. 
Both legs were covered with lepromas and ulcers. 


Leprosy (TuBERCULOUS) LIMITED TO THE Face. Presented by Dr. BRAuLIO 
SAENZ, Havana, Cuba. 


V. A., a white Cuban, aged 45, stated that he had had syphilis when he was 
20 years old. The present condition was first noted four months before presenta- 
tion, when small, elevated lesions appeared on the face, which were round and 
infiltrated, and had increased in size and coalesced. The lesions were shiny, and 
some presented fine telangiectasis. The lesions were limited to the face, being 
present on the chin, over and below the lips, on the nose and on the forehead. 
They were anesthetic to heat and pain. There were congestion and exudation 
of the mucous membrane of the nose. 

Leprosy bacilli were abundant. 
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Leprosy (Noputar). Presented by Dr. R. Quero, Havana, Cuba. 


L. M., a white Cuban boy, aged 19, stated that since the age of 8 he had 
had macular lesions and deformities of both hands. A brother also had leprosy 

Examinaticn showed that the face, particularly the center of the face and th 
ars, was infiltrated with numerous lepromas, giving the typical leonine facies 
The nose was saddle-shaped. The breasts were increased in size, especially the 
areola and the nipple, which were prominent and infiltrated. The eyebrows were 
entirely devoid of hair. Both hands presented the cubital griffe, and there was 
mal perforans pedis. 

The lesions were anesthetic, and there were large areas of anesthesia over the 
extremities. 

DISCUSSION 

Dr. OrtveR S. Ormssy, Chicago: I wish to express the appreciation of 
those from my part of the country for this extraordinary exhibition of leprosy, 
and I should much appreciate hearing about the case of lazarine leprosy from 
the presenter. 

Dr. V. Parpo-CASTELLO, Havana, Cuba: Three years ago I had the pleasur: 
of reading an article before this Association concerning this peculiar form oj 
leprosy. I must say that any one who saw this case for the first time would 
not believe that it was leprosy. Some years ago Dr. G. M. Caballero presented 
several cases of this sort under the diagnosis of lazarine leprosy at one of our 
meetings in Havana. I refused to accept the diagnosis and believed them to be a 
form of chronic phagedenic ulcers, perhaps due to a streptococcic infection. With 
the course of years and the observation of numerous other cases, I finally was 
convinced that the condition was leprosy. Sections examined by Klingmiiller 
confirmed the diagnosis. This distinguished pathologist found acid-fast bacilli 
in the nerve sections of the skin. On the other hand, the professor of bacteriology) 
in the Havana Medical School performed inoculations in animals, but they wer« 
all negative. He was not able to cultivate the germ, which is further support 


of the diagnosis of leprosy. 

It is remarkable that very few of these cases present any other manifestations 
of leprosy. 

The name lazarine comes from St. Lazarus and is the term used by Zambac 
in the description of this clinical form of leprosy. 

I may add that all of the lesions are anesthetic. 


Dr. Ratpn Hopkins, New Orleans: I wish to express my appreciation oi 
the privilege of seeing the case of lazarine leprosy. Among the patients with 
leprosy whom we have treated at Carville, we have had none similar to this 
condition. Ulcers of the leg are not uncommon in the late stages of leprosy. We 
see ulcers closely resembling those in this case, but when ulceration has occurred 
in our cases it has done so only in the later stages of the disease and has occurred 
as an accompaniment of well marked lesions in other parts of the body. A cas¢ 
beginning in the same way as the case of lazarine leprosy would be totally unknown 
to us, and if such cases exist in the United States, we have failed to recogniz« 
them. The bullous eruption we see in leprosy has usually been regarded as the 
result of trauma and occurs in the nerve tvpe, most often on the extremities 
and as the result of injury inflicted unknowingly because of insensibility to pain 
I should like to ask Dr. Pardo-Castelle whether febrile reactions are associated 
with lazarine leprosy. 

Dr. V. Parpo-CasteLLo: Yes, the patients do have febrile attacks. 

Dr. Howarp Fox, New York: I wish to thank Dr. Pardo-Castello for 
giving us the chance to see this patient. I had the opportunity of observing this 
case of lazarine leprosy before Dr. Pardo-Castello reported it. At that tim 
he was. in doubt as to the diagnosis, and I did not have the least conception that 
the case was one of leprosy. In ail my travels in leprous countries I have never 
seen anything like it. It seems to me that as therapy was unsuccessful it might 
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possibly be a good plan to use ethyl esters of chaulmoogra oil by injecting the 
drug directly into the lesions. This method has recently shown encouraging 
results in the treatment of lepers in the Philippine Islands. 

Dr. RaLpH Hopkins, New Orleans: Arsenic, when. given internally, has 
been of much service in our cases in which there was a febrile disturbance, and 
it might possibly help in these cases. 

Dr. F. J. E1cHeENLAuB, Washington, D. C.: It has been stated that the 
leprosy bacillus has not been cultivated. I should like to call your attention to 
an article by Earl B. McKinley and M. H. Soule (Studies on Leprosy, J. A. M. A. 
98:361 [Jan. 30] 1932). They succeeded in culturing the organisms, reproducing 
nodules in monkeys and again culturing Bacillus leprae from the monkey’s lesions. 


DERMATITE POLYMORPHE DOULOUREUSE (BEGINNING IN AN ADULT). Pre- 
sented by Dr. F. R. Trant, Dr. A. OTEIZA and Dr. JuAN Grau, Havana, 
Cuba. 


S. T., a white man, aged 57, stated that for the past two years he had suffered 
from intermittent attacks of polymorphic bullous lesions which were localized on 
the trunk and forearms and in the axillary and inguinal regions. They were 
accompanied by pruritus and pain, but there were no constitutional symptoms. 

The attacks occurred at intervals of three or four months, the skin being 
normal between attacks. 


CHICAGO DERMATOLOGICAL SOCIETY 
E. A. Oriver, M.D., Secretary 
Regular Meeting, Feb. 17, 1932 


MIcHAEL H. EsBert, M.D., President, Presiding 


\ Case For DiaGnosis: ACANTHOSIS NIGRICANS (7). Presented by Dr. E. 
OLIVER. 


A white man, aged 42, weighing 270 pounds (122.4 Kg.), was admitted to the 
Edward Hines, Jr., Hospital on Jan. 10, 1932, for treatment of a gastro-intestinal 
condition, type undetermined. The family history was unimportant, and laboratory 
tests gave essentially negative results. On February 12 biopsy sections were 
excised from a portion of the skin, as indicated by Dr. Oliver. 

The patient stated that the lesions on the body began about twenty years before. 
He first noticed a roughness on the elbows. About fifteen years before presenta- 
tion small, round, reddish lesions appeared about the breasts and in the axillae. 
At first the lesions were not crusted, but within recent years pigmentation had 
become brown, the lesions were crusted or warty, and they had extended. The 
patient noticed the lesions about the neck about seven or eight years before. During 
warm weather, or when he perspired, there were severe itching and slight irrita- 
tion. Within the last year there had been induration and more extension. He 
also gave a history of severe nausea, vomiting and indigestion for a few hours 
prior to admission. There was no other history of gastro-intestinal disturbance 


DISCUSSION 
Dr. E. P. Zetster: This is an interesting case. Histologically it did not 
show much. Clinically I should consider first Darier’s disease. From a distance 
the lesions had somewhat the appearance and distribution of acanthosis nigricans. 
I would consider this an atypical case of Darier’s disease. 
Dr. H. R. Foerster: I do not believe this to be a case of acanthosis nigricans 
because of the slight amount of acanthosis and moderate pigmentation, but I 
should favor that to a diagnosis of Darier’s disease. 
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Yr. OrrveR S. Ormspy: I think that about everything has been said that 
can be. The distribution of the lesions is that of acanthosis nigricans of the 
juvenile type. I have seen two cases in which the same areas were involved, 
and the clinical lesions are those of acanthosis nigricans. I am not certain how 
important the presence of pigment in the section is. There is no other category 
in which we can place it, and I think that Darier’s disease can be ruled out. 

Dr. Epwarp A. Otiver: I presented the case as one of possible acanthosis 
nigricans. We thought that because the patient had entered the hospital with 
pain in the stomach and cutaneous manifestations the case should be investigated 
further. The histologic section which Dr. Nomland made is that of acanthosis 
nigricans except for pigment. We shall try to follow this case and report our 
observations after making some pigment stains of the sections. 


MELANOMA OF THE CARUNCLE OF THE Eye. Presented. by Drs. CLEVELAND J. 
WHITE and SAMUEL HOLTZMAN. 


A housewife, aged 39, had a small pigmented area which appeared on the 
caruncle of the right eye about twelve months previously. Recently she had 
noticed that it was increasing in size. When first observed, two weeks before 
presentation, its area was about 4 mm. in diameter. She stated that there was 
some burning sensation. 

Examination of the cutaneous surfaces revealed a number of similar sized 
dark pigmented areas on the face. The patient gave no history of antecedent 
trauma to any of the melanotic areas. 


DISCUSSION 


Dr. A. W. Stitii1ans: I accept the diagnosis because I do not see how 
we can disprove it. 


Dr. S. W. Becker: We recently have had a few cases of pigmented lesions 
appearing where there should be little or no pigment, one on the palm and one 


on the vermilion border of the lip. These lesions have been removed and studied 
carefully, and we find that there is nothing but pigmentation which would be 
perfectly normal in a markedly pigmented region. There has been no sign of 
malignancy —no nevus cells. We made a diagnosis of lentigo, which I think 
this lesion may be. I believe that a definite diagnosis cannot be made without 
biopsy. 

Dr. Ortver S. Ormspsy: I wonder if in the lesion on the lip the pigment 
was definitely one produced by cells in the neighborhood or if it was a deposit of 
iron pigment. I have seen pigmentation of the lip on several occasions but 
secondary to the superficial angioma. 

Dr. S. W. Becker: The patient to whom I refer had red hair with a very 
fair skin. Histologically the lesions showed melanoblasts with deposits of pigment 
in the epidermis of identically the same type as would be found in a dark-skinned 
person after ultraviolet ray therapy. Perhaps owing to a congenital abnormality 
the skin of some persons has power to form pigment of the same type that the 
normal skin has after ultraviolet irradiation. 

Dr. CLEVELAND J. Waite: I can only say that clinically this case certainly 
resembles melanoma, and that a surgeon plans to remove the lesion. We shall 
have a biopsy performed and report later. 


AcNE CoNGLOBATA (?) AND BromipE Eruption. Presented by Drs. Max S. 
WIEN and THEODORE CORNBLEET. 


A white youth, aged 17, entered Cook County Hospital two days previously 
with a history of an eruption on the face and body of three years’ duration and 
a loss of 60 pounds (27.2 Kg.) during this time. For the past three years he 


had noted recurrent crops of “pimples” on the face, chest and back. These 
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gradually enlarged and coalesced to form large deep abscesses, filled with pus, 
which were not painful. A scar was left after the abscess healed. He had had 
a cough for the past few months, associated with expectoration that was blood 
tinged on one occasion. He denied taking any bromides or iodides. He stated 
that while in another hospital last summer (1931) he ran a slight temperature. 
There was no tuberculosis in the family. The patient did not give a clear history. 

On examination the face presented seborrhea, numerous comedones and deep- 
seated pustules, crusts and residual scars of varying sizes. The whole process 
was much more exaggerated on the back and chest where numerous depressed 
scars, from the size of a finger-nail to that of a coin, were present, in addition 
to numerous comedones, pustules and dermal abscesses and cysts. Several scars 
and pigmented spots were noted on the legs, with an erythematous and pigmented 
crusted patch on the right ankle. The chest revealed no clinical evidence of 
tuberculosis. The hands and feet were cold, owing to poor peripheral circulation. 


DISCUSSION 

Dr. Epwarp A. OLIvEeR: I cannot subscribe to the diagnosis of acne conglo- 
bata. The case does not seem to correspond to the one described by Dr. Michelson. 
It is a severe indurative type of acne. 

Dr. MicHaeEt H. Expert: I saw this patient in the dispensary a few days ago, 
and had him enter the hospital with the hope that I might have the opinion of 
some of the members of the Society as to what acne conglobata is, and the 
difference between it and acne induratum. The present case is a severe type of 
acne with unusual distribution of the lesions, and it does not correspond to the 
description of Dr. Michelson’s case. Perhaps his case was a marked one and 
this might still be included in that category. 

Dr. S. W. BEcKER: We saw this patient last spring or summer, and he was 
infinitely worse off than now. At that time he had a number of bridging scars 
on the face, which were treated surgically. He then presented a typical fungate 
bromoderma of the skin, and we were able to demonstrate bromide in the urine. 
We never could find out where he got it, but were of the opinion that he was 
taking some medication that he did not wish us to know about. We made a 
diagnosis of acne conglobata. 

Dr. H. R. Foerster: I have the same opinion of the case as Dr. Oliver 
has, namely, that it is an acne cachecticorum, which I understand as a type of 
acne occurring in a patient lacking resistance to the ordinary pyogenic and acne 
organisms. 

Dr. S. W. Becker: It is surprising that these cases are looked on as due 
to lack of resistance when, as a matter of fact, the lesions are due to marked 
resistance to the infection. A small pustule develops and the patient has an 
intense reaction which defeats the purpose. He reacts too strongly to the organism 
rather than not strongly enough. @ think that this patient is allergic. 

Dr. H. R. Foerster: If we accept Dr. Becker’s explanation that the clinical 
characteristics of this disease are the result of increased resistance to infection, 
I should like to ask how he accounts for the extensive spread of the eruption 
by auto-inoculation, the chronicity and the customary stubbornness of the disease 
to all forms of treatment. 

Dr. S. W. Becker: When the patient was in the hospital under observation, 
by keeping the skin protected by a guard ointment we almost entirely prevented 
new lesions. We also used the antivirus, seemingly with good results. 

Dr. CLEVELAND J. WuHITE: Those who attended the meeting in Philadelphia 
last summer will doubtless recall that this case is very much like one shown by 
Dr. Weidman in which two organisms were isolated, one a staphylococcus and 
one a streptococcus. Each organism was inoculated independently and no reaction 
obtained, but when they were inoculated together the same type of lesions developed 
as are seen here. This particular case of Dr. Weidman’s was described, inves- 
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tigated and reported by Strumia in the Arcuives in 1924 (Strumia, M. M.: 
Experimental Acne Varioliformis, AkcH. DERMAT. & Sypu. 10:702 [Dec.] 1924), 

Dr. THEODORE CORNBLEET: This man has pulmonary tuberculosis and severe 
acne. Whether it is called acne conglobata or acne cachecticorum, it is an inter- 
esting case, particularly because of the tuberculous background. We shall test 
the pus to see if it is auto-inoculable, and if this is the criterion for acne conglobata 
we shall have to rely on that test. 


EPITHELIOMAS, MULTIPLE, BENIGN AND Cystic. Presented by Drs. Epwarp A. 
OLIVER and RusBEN NOMLAND. 


A Mexican, aged 40, had a condition of about twenty-three years’ duration. 
The largest lesion now present was the first to appear; it was a small lesion 
which grew to its present size (2.5 cm. in diameter) over the course of from 
eight to ten years. Several years after its appearance similar lesions appeared 
and enlarged slightly. There had been little, if any, increase in either the number 
or the size of the lesions in the past fifteen years. Several years ago a biopsy 
was performed at the University of Minnesota. 

The man presented several hundred lesions on his face, three fourths of them 
located on the forehead, the remainder being present at the nasolabial folds and 
on the cheeks. Most of the lesions were translucent firm papules, from the size 
of a pinhead to that of a match-head. There were two lesions about 1 cm. in 
diameter. On the side of the face was a soft hemispherical lesion, elevated 
8 mm. and 2.5 cm. in diameter. Many of the lesions showed small telangiectatic 
vessels. As far as the patient knew, none of his relatives had a similar disorder. 
His mentality was apparently normal. 

A pea-sized lesion was removed for examination, and showed numerous large 
and small cysts filled with cornified material. In addition, about the cysts there 
were irregular proliferations of cells resembling the basal cells of the epidermis. 


In some places these were in a hyaline matrix; in others they showed anomalies 
of keratosis. The cell nests were seen to arise from the basal cell layer of the 
epidermis in several places, but the connection with hair follicles could not be 
made out definitely. 


A Case For DtAGNosts (INFANTILE POIKILODERMA? Livepo RETICULARIS?). 
Presented by Dr. CLEVELAND J. WHITE. 


A girl, aged 3 years, presented a condition which first appeared one year 
before as red areas on each side of the face. The lesions had gradually spread 
to involve the extensor surfaces of the arms, legs and buttocks. Her general 
health had been excellent, and apparently there had been no subjective symptoms. 

Examination revealed on the face and extensor surfaces a symmetrical, reticular 
erythematous eruption, with moderate hyperpigmentation. Some atrophy appeared 
to be present. No laboratory studies had been attempted. A sister, aged 1 year, 
was said to have a similar eruption. The parents presented no cutaneous 
manifestations. 

DISCUSSION 


Dr. Micuaet H. Esert: I think that the lesions in this case are suggestive, 
at least, of the lesions of livedo reticularis. However, I know of no case occurring 
in so young a child. The location is proper for that disease, the lesions are 
proper, and under the diascope there remains a brownish tint which may be 
evidence of the cellular infiltrate. As to the etiology, many of these cases are 
on a tuberculous basis. Whether that is true in this case or not requires further 
investigation. 

Dr. RusEN Nomianp: What about the sharp margination? 

Dr. Micuaet H. Esert: The pattern is typical of livedo reticularis. The 
basis of this pattern is a spasm of the arterioles. This results in delayed circula- 
tion, which promotes the deposit of pigment along these lines. 
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Dr. OrtveR S. Ormssy: The first time this condition was described and 
illustrated was at the International Congress in 1907 by Ehrman under the title, 
livedo racemose. Syphilitic involvement of the deep vessels produced the condi- 
tion. Nine years later similar conditions were reported in connection with tuber- 
culosis. This patient presents practically the classic symptoms of inflammatory 
livedo but in a very young subject. The other cases that I have seen have 
occurred in adults, and the trunk was not involved to the extent seen in this 
patient. 

Dr. F. E. SENEAR: I agree with the diagnosis that was presented, but the 
case made me think of one other condition as a possibility, and that is the con- 
dition in the cases presented by Dr. Cole, which will perhaps be remembered, and 
in the young man shown at one of our meetings by Dr. Engman some years 
ago. While the clinical features do not conform with that condition so well as 
with livedo, it was brought to mind because the younger sister has the same 
disorder, and in Dr. Engman’s case the condition was familial. In Dr. Cole’s 
case there were changes in the mucous membrane and lesions on the nails. | 
think that this condition is worth keeping in mind as an alternative. 

Dr. J. H. Mitcuett: I thought that there was slight atrophy in one of the 
lesions. 

Dr. CLEVELAND J. Wuite: I purposely omitted laboratory studies until after 
the child had been presented to the Society, but will do as much work as possible 
and report later. 


’ , 


PEMPHIGUS? Presented by Drs. Micuars: H. Expert and B. B. BEEson 


A Jew, aged 55, for one year had had recurring blisters on various parts of 
the body, which did not itch until they were treated. He had never had lesions 
on the mucous membranes, and his general health was good. New bullae had 


appeared while he was under observation, and these were not pruritic. His back 
was burned with ultraviolet rays while he was in another hospital, and this area 


was pruritic as well as painful. 

The back was erythematous and scaly, and it was the site of several flaccid 
bullae, from the size of a bean to that of a coin, with opalescent contents. Many 
were crusted or eroded. Recent lesions on the legs were irregular, tense, bean- 
sized bullae on apparently normal skin. Older lesions on the legs had an 
erythematous areola, and there were crusted relics on the scalp and chest. The 
mucous membranes were normal. A differential blood count was normal, and 
the eosinophils amounted to 1 per cent. There was a positive Nikolsky sign 


DISCUSSION 


Dr. S. W. Becker: This man was seen in our clinic a few weeks ago, and 
at that time presented a few bullous lesions, some of which had ruptured. He 
complained of itching and burning, and we made a tentative diagnosis of dermatitis 
herpetiformis. He was given some roentgenotherapy, and the lesions cleared up 
entirely for one week, after which they recurred. We gave him arsenic and 
various local applications, but the condition has become progressively worse. The 
first inkling that we had that it might be pemphigus was when clear blisters 
began to develop on the legs. 

Dr. Davip LiserRTHAL: This is an interesting case, and the diagnosis, I think, 
rests between dermatitis herpetiformis and pemphigus. The symptoms making it 
suggestive of pemphigus are the slight folding of the roofs of the lower bullae 
and the apparently positive Nikolsky sign. It will be well, however, to observe 
the case for a little while to establish the diagnosis. 

Dr. Micuaet H. Evert: I thought that this was an interesting case, and | 
hope to perform some tests that Dr. Cornbleet has developed that seem to show 
the difference between the blister contents of pemphigus and of Duhring’s disease. 
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We shall send material for the Pels-Macht test and carry out the other methods 
of investigation. I am inclined to consider the condition pemphigus in spite of 
the fact that no lesions have appeared on the mucous membrane. 

Dr. J. H. Mitcne cr: I suggest the application of 50 per cent sodium iodide 
ointment externally to the lesions. If this is applied to the healed lesions of 
dermatitis herpetiformis there is a reaction, whereas in the lesions of pemphigus 
there is none. 


TUBERCULOSIS VERRUCOSUS CUTIS OF HUMAN OrIGIN. Presented by Drs, J. H. 
MITCHELL and RuBEN NOMLAND. 


A white man, aged 51, was a patient at the Municipal Tuberculosis Sanitarium 
for pulmonary tuberculosis. Five years ago, while he was weighing sputum at 
that institution, an infection of the hand developed. At first some redness was 
present, but later there was little evidence of inflammation. The condition spread 
slowly. There were no local subjective symptoms. The pulmonary tuberculosis 
was still active. 

He presented a dry, sharply marginated, scaling, warty plaque with evidence 
of central involution. The lesion was irregularly annular, about 15 cm. by 
8 cm., and located on the radial side of the left forearm, extending from the base 
of the thumb up the forearm. It was most active at the elevated periphery. 


DISCUSSION 


Dr. Ortver S. Ormssy: Several years ago there appeared a report on a 
number of patients who had a tuberculosis verrucosus cutis that was more 
inflammatory than the usual type. The lesions resembled blastomycosis, and they 
occurred in miners at Dortmund, Prussia. The men had pulmonary tuberculosis, 
and it was thought that they wiped their lips with the back of the hand, thus 
introducing the infection. 

Dr. J. H. Mircnett: I was interested in this case because I have not seen 
any patients that gave the history this man does. He stated that he was occupied 
in weighing sputum at the Municipal Tuberculosis Sanitarium, and while so 
engaged infected his finger. When I saw him in the clinic it occurred to me 
that the case might be one of blastomycosis, and with the idea of getting a picture, 
I had him come down to the office. I gave him quartz light treatment and made 
a careful search for anything that resembled Blastomyces or a pustule. I found 
one minute pustule. I have examined him several times but have found nothing 
that suggests blastomycosis. 


Cutis Verticis GyRATA, WITH ASSOCIATED PiturTARY DISEASE. Presented by 
Drs. O. H. Foerster, H. R. Foerster and Lester WIEDER. 


J. W., a Negro, aged 35, was referred to the Department of Syphilology of 
the Milwaukee County Dispensary with a provisional diagnosis of cerebrospinal 
syphilis. His chief complaint was headache of the frontal and occipital areas 
which had been almost constant during the past thirteen or fourteen years, 
associated with progressive dimming of vision during the same period. The 
patient stated that he had been treated for supposed cerebrospinal syphilis in several 
clinics in other cities without change in his symptoms, which were becoming 
progressively worse. Except for the visual failure and headache there had been 
no subjective disturbance of note, although he had had occasional transient diplopia. 
No mental change had been noted by his associates. He felt that at times he 
passed more urine than the average person. He made no mention of his cutaneous 
condition at the time of his first examination, and when it was called to his 
attention he stated that the changes in the skin of the scalp had developed gradually 
during the past twelve or fifteen years and were unaccompanied by inflammation 
or local symptoms. 
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Examination showed a well nourished but not obese adult Negro whose scalp 
presented alternate deep furrows and folds, for the most part with an antero- 
posterior linear arrangement, and involving the entire frontal region, vertex 
and, to a lesser extent, occipital region of the scalp. The bony landmarks 
of the face were prominent, possibly owing entirely to racial characteristics, and 
the skin of the forehead showed deep wrinkles suggesting an earlier stage of the 
condition present in the scalp. Neurologic examination showed only slight sluggish- 
ness of the pupillary reaction to light and weakness of the left external rectus 
muscle. The tendon reflexes, gait, etc., were normal. The extremities were not 
enlarged. Examination of the eyes showed a pallid retina of the right eye; 
the eyegrounds of the left could not be seen. In the right eye, there was moderate 
contraction of the visual field and in the left, marked contraction. 

The temperature was normal; the blood pressure, 155 systolic and 100 diastolic. 
The Wassermann and Kline reactions of the blood were repeatedly negative. The 
urine showed no sugar at any time. The dextrose tolerance curve was normal. 
The basal metabolic rate was + 12 per cent. The blood count showed 80 per 
cent hemoglobin, 5,810,000 erythrocytes and 7,600 leukocytes. Chemical analysis 
of the blood showed: nonprotein nitrogen, 37.3 mg.; urea, 27.5 mg.; sugar, 0.08 
per cent; sodium chloride, 0.462 per cent; creatinine, 1.6 mg., and cholesterol, 
0.133 per cent. The cerebrospinal fluid was normal throughout. 

Roentgenograms of the skull showed a marked increase in the size of the sella 
turcica, especially anteriorly, but without erosion or destruction, and the posterior 
clinoid processes were thin but intact. Roentgenograms of the hands and feet 
showed no appreciable changes. 

DISCUSSION 


Dr. E. P. Ze1ster: This is a remarkable case. I thought it particularly 
interesting because of the association with pituitary disturbances. Whether there 
is any etiologic connection I am not prepared to say. 


Dr. H. R. Foerster: While I have been interested in this case, it has been 
worked up entirely by Dr. Wieder who has previously pointed out that, aside 


from its academic interest, the recognition of this disease may be of practical value 
in indicating the possible presence of pituitary disease. Because it is asymptomatic 
and because the lesions are usually covered with hair, it may be easily missed 
in a routine examination and it may not be as rare a condition as is commonly 
supposed. 

Dr. Lester WIEDER: Cutis verticis gyrata was first described by McDowall 
in 1893 in two microcephalic idiots, and following the report of three cases by 
Jadassohn in 1906, Unna the next year reported several more and gave the con- 
dition the name, cutis verticis gyrata. Since that time a large number of cases 
have been reported, some under the term cutis striata. The condition occurs 
almost without exception in the male and has been described in cousins, both with 
other evidences of acromegaly. While a number of cases have been described 
definitely in association with pituitary disease, the majority in the literature, 
especially the earlier cases reported, showed no such evidence of endocrine origin. 
These cases, according to Fischer, were probably in some instances the result of 
inflammatory change and in others the result of underlying nevoid changes, espe- 
cially in those cases in which the condition was present at birth, although the great 
majority of cases are acquired. Another group of cases is regarded as examples 
of atavistic changes, simulating those in certain lower animals. In association 
with the case presented here, it is interesting that a number of writers, including 
Charles Darwin, have described structural differences in the scalps of primitive 
negroid races which are apparently identical with cutis verticis gyrata. In the 
case presented, however, the fairly definite evidence of pituitary disease would 
seem to place this case in the group in which the cutaneous changes are acro- 
megalic in type and due to the hyperplastic effect on growth brought about by 
dysfunction of the anterior lobe of the pituitary gland. The chief object in 
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presenting this case was te call to attention a cutaneous sign of a serious internal 
disorder, the recognition of which may enable the dermatologist to suggest a 
diagnosis unsuspected by those not familiar with the cutaneous changes of the 


disease. 


ERYTHEMA TOXICUM Presented by Drs. Max S. Wien ‘and THeEopor: 
CORNBLEE'T 


\ white man, aged 45, a shoeworker, had a skin eruption of six months’ 
duration, which had been punctuated with periods of marked recession and exacet 
bation. Seven weeks ago, when he was first seen, he had an exfoliative dermatitis 
With the aid of colloid baths and bland local applications in the hospital, his skin 
became almost normal in about ten days. Two days following his discharge from 
the hospital, an eruption reappeared on the skin. The lesions were dusky red 
macules and maculopapules, which for the most part coalesced to form patches 
and sheets. The head, trunk and extremities were involved, There was marked 
pruritus. The eruption again all but subsided during a second stay in the hospital 
of about eight days. Soon after his discharge he again had a relapse and was 
admitted to the Cook County Hospital. He improved there, again under simpk 
bland therapy, and was discharged. That night his eruption reappeared. He had 
been in the hospital for several days after this last relapse. 

He presented a mottled, dusky red, maculopapular eruption limited to th 
trunk and the extremities. There was coalescence of the macules to form sheets, 
which had loose, scanty scales. Discrete macules were present at the borders of 
these sheets, and all lesions were well defined. The hands, wrists, feet, lower 
part of the legs and face were spared, 

Patch tests with materials that he used in his work had given negative results 
The patient had not taken any drugs. The blood cell counts were normal. 
Roentgenograms of the teeth, sinuses and chest did not reveal anything to account 
for the condition of the skin. Tests of the blood for syphilis were negative 


A biopsy showed edema and vesicle formation in the epidermis, with slight 
perivascular infiltration in the upper part of the corium 


DISCUSSION 


Dr. A. W. Stinutaxs: The dermatitis evidently is an allergic reaction to 
something the patient obtains when he goes home. 

Dr. J. H. Mircueri The man does not know about taking anything, but 
I wonder if his wife does. When | was an intern | had a patient who had been 
given arsenic by his wife for three years. I had another patient with an eruption 
whose wife had given him phenolphthalein every Saturday night, whether he 
needed it or not. This case looked to me like an eruption of internal origin. The 
symmetry and the fact that the eruption breaks out immediately when he goes 
home suggest that he is taking something either knowingly or unknowingly. 

Dr. F. E. SENEAR I saw this man several weeks ago in the attack preceding 
the one now present. I thought that it was a typical erythema toxicum, and that 
it was only a question of locating the source. There was a history of rapid 
recurrence with several attacks in a row, which is not the usual! history of erythema 
multiforme. I should like to have Dr. Cornbleet make it clear whether these 
attacks always appear after the patient returns home or whether they always occur 
in the hospital. 

Dr. THEODORE CORNBLEET: When first seen, this man had a dermatitis which 
yielded rather rapidly under bland treatment. In each instance after his discharge, 
the eruption has followed after a day or two, although he has gone to different 
places after leaving the hospital. He has no home of his own and no wife, so I 
think that we can exclude his getting some particular substance or poison from 
any particular source. He maintains that he does not take any medicine, although 
he has been questioned repeatedly. The first attack was an exfoliative eruption, 
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but following that it has remained true to the present form, which is more like 
erythema multiforme than anything else. We performed skin patch tests, all of 
which were negative. We did not test for phenolphthalein. 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Leo Sprecet, M.D., Secretary 
Regular Meeting, March 1, 1932 


Josern J. Euver, M.D., Chairman, Presiding 
Prurico Lympnaticus IN Curontc Lympnocyric L&UKEMIA Presented by 
Dr. Georce C, ANDREWS, 


I. K., a woman, aged 45, born in Russia, was admitted to the Presbyterian 
Hospital with a general glandular enlargement. She had had slight attacks ol 
pruritus at times and had also complained of frequent hot flushes. The liver was 
not palpable on examination; the tip of the spleen was felt. The general condition 
was good, There was marked secondary anemia. The patient's blood count 
showed 3,490,000 red blood cells, a hemoglobin of 70 per cent and 13,400 white 
blood cells with polymorphonuclears, 31 per cent; lymphocytes, 67 per cent, and 
eosinophils, 1 per cent. The red blood cells appeared normal. ‘The blood platelets 
were decreased. ‘The lymphocytes had a large amount of cytoplasm, staining 
faintly. There were a few basket cells. The Wassermann test was negative. 

An axillary gland was removed for biopsy. The picture was not entirely 
characteristic, but a diagnosis of lymphosarcoma was made as the nearest possi- 
bility. The patient received seventeen roentgen ray treatments of the glands from 
Nov. 5, 1931, to Feb. 9, 1932, with marked local and general improvement. 

Two weeks prior to presentation itching developed, with an eruption on the 
extensor surfaces of the arms and legs. Scattered over the arms and slightly 
on the legs were numerous papules with rounded tops varying in size from that 
of a pinhead to that of a pea. The papules were discrete; many were excoriated 
The itching was occasional and not severe. 

A biopsy on Feb. 9, 1932, showed a moderate keratosis and acanthosis, and 
edema of the epithelium. There was definite edema of the corium and definite 
infiltration about the blood vessels of what appeared to be lymphocytes and 
elongated cells, some of which resembled mast cells. The vessels were thickened. 
It was felt that if there was any relationship to the histologic picture the condition 
could be only a secondary manifestation of leukemia. 


DISCUSSION 


Dr. WALTER J. HiGHMAN: The question is one concerning the anatomic 
structure of the lesions. From the histologic description, the belief is justified 
that the condition is really prurigo lymphaticus. The Viennese used the term 
to indicate leukemic infiltrations pure and simple. I think that this is such a 
condition. 

Dr. IstporeE Rosen: The patient presents two types of lesions: (1) small, 
skin-colored, papular lesions the size of a pinhead, known as prurigo lymphatica, 
and (2) distinctly inflammatory and urticarial lesions, capped with a small crust 
which indicates their pruriginous character. This second type of lesion probably 
followed irradiation of the glands. 

Dr. Georce C, ANpREws: I feel that Dr. Rosen has brought out the point 
of importance in this case. The condition was classified as prurigo lymphaticus 
because of the distribution of the lesions on the extensor surfaces of the arms 
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and legs. The term prurigo lymphaticus has a little more significance than the 
term leukemic infiltrations of the skin. I feel there may be two types of lesions 
in this case: (1) a leukemid and (2) true leukemic infiltrations. These points 
will be settled by the biopsies. 


NAEvus Tarpbus (?). Presented by Dr. Frep WIsE. 


A man, aged 26, had suffered from an eruption for eleven years. On the 
inner side of the left thigh was an area, the size of a hand, consisting of several 
bean-sized, hard, crusted nodules surrounded by a slight erythema seated in a 
network of scar tissue. On the back of the left thigh was a similar nodule, and 
on the left side of the abdomen were two more. The lesion on the left thigh 
had existed as long as the patient could remember. The other lesions had 
appeared approximately fifteen years prior to presentation. 

The histology was suggestive of prurigo nodularis. 

The patient had received roentgen therapy, excisions and ointments without 
benefit. 

DISCUSSION 


Dr. HERMANN Feit: At the last meeting a case of prurigo nodularis was 
presented. This is the third case in a man shown in six months. As far as I 
know, in the case under consideration, the histologic picture is also that of prurigo 
nodularis. The name “tardus” means late, but in this man the disease started 
early in life. The unbearable itching and the clinical and histologic pictures are 
consistent with the diagnosis of prurigo nodularis. 

Dr. Botestaw LApowsk1 (to Dr. Fred Wise): Did you notice the lesion of 
the left thigh on the flexor surface? Do you consider that the lesion on that 
spot is of the same character as the other lesions? 

Dr. Max ScueEER: In favor of the diagnosis of nevus in this case are (1) the 
onset in early life, (2) the fact that the patient is a man and (3) the unilateral 
distribution. 

Dr. Frep Wise: In answer to Dr. Lapowski’s question whether or not I 
consider the lesion on the back of the thigh to be of the same pathoiogic process 
as the anterior lesions, it is difficult to say, but I assume that they are identical. 
The patient has had a great deal of treatment by various destructive methods. 


TERTIARY SYPHILODERM. Presented by Dr. GEorGE C. ANDREws. 


Z. H., a colored woman, aged 34, had had a generalized eruption on the 
forehead, back of the neck, chest, back, arms and legs, consisting of large, reddish, 
infiltrated plaques without scaling or alopecia. Some of.these plaques were con- 
siderably elevated above the surface of the skin, and others were only slightly 
elevated at the edges. The lesions varied from the size of a coin to that of a 
palm, and two on the lower part of the back were even larger. Many were 
configurate. None of the lesions was ulcerated. 

The patient had been treated six years prior to presentation for chronic 
pulmonary tuberculosis, and at that time the Wassermann test of the blood was 
negative. The Wassermann reaction at the time of presentation was 4 plus in 
both antigens. The smears from the nose and the lesions showed no evidences of 
lepra bacilli. The biopsy showed slight keratosis and slight edema of the epi- 
thelium. The striking features, however, were found in the corium. Here there 
were sarcoid-like infiltrations; many of these were arranged about the blood 
vessels, which were composed of endothelial cells, with an occasional large Lang- 
han’s giant cell in the center. A few round cells that appeared to be lymphocytes 
were seen. No definite diagnosis from the morphologic structure was attempted. 
Acid-fast staining had been done; the reaction was negative. The patient improved 
when given injections of mercury, three in all, on February 16, 23 and 29. The 
eruption had almost completely disappeared. 
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DISCUSSION 

Dr. Howarp Fox: The patient presents a generalized and partly symmetrical 
eruption of plaques, many of which are uniformly elevated. There is no tendency 
to clear in the center and form annular lesions, and the border is not composed of 
irregular, lumpy nodules. In other words, the picture is neither that of the 
annular, papular syphilid commonly seen in Negroes nor that of an ordinary 
nodular syphilid of the late period of the disease. The condition does not resemble 
any type of syphilis with which I am familiar. Although there is a suggestion 
of leprosy, this disease can be excluded, I think without doubt. Even though the 
Wassermann test is positive, I do not think the condition is a manifestation of 
syphilis, but that the most likely diagnosis is sarcoid. 


Dr. HERMANN Feit: I agree with the former speaker. The case puzzled 
me. The diagnosis of leprosy suggested itself, but there was no anesthesia and no 
involvement of the nerves. I do not know of any type of syphilis that continues 
for two and a half years without change. The histologic picture, which is like 
that of sarcoid, could fit in with either syphilis or Hansen’s disease. We are 
probably dealing with tuberculoid syphilis. The therapeutic test will decide. 


Dr. GEORGE C. ANDREWS: Until yesterday I felt that this was a case of 
sarcoid, in view of the fact that the patient has pulmonary tuberculosis and that 
the lesions look like those of sarcoid. The patient has a 4 plus Wassermann 
reaction, it is true. We did not lay great stress on that. In fact, the eruption 
does not look like an ordinary case of tertiary syphilis. It is too generalized 
and lacks the breaking-down characteristic and other features of tertiary syphilis. 
There has been, however, marked improvement in the eruption during the past 
week, as noticed by those who have been watching it carefully. The eruption, 
in my opinion, is about 90 per cent improved. The lesions have flattened down 
greatly, as a result of three injections of mercury, the last one given yesterday. 
For these reasons, I feel that syphilis must be entertained as a probable diagnosis. 


Lupus Mirraris DissEMINATUS. Presented by Dr. Louts CHARGIN, 


F. P., a man, aged 26, born in the United States, was married and the father 
of one child. There appeared to be nothing in the previous history that bore 
any relationship to his present condition. He stated that he had always been 
in good health. The eruption had appeared about seven months prior to presenta- 
tion. He had first noted a few “pimples” on the chin. In time these increased 
in number and spread to other parts of the face. 

At presentation the eruption was most marked on the flush areas of the face, 
being particularly noticeable on the eyelids, eyebrows and cheeks. There were 
scattered lesions on the nose and in the bearded region of the face. The scalp 
and the forehead seemed to be free from the eruption. On the eyelids and the 
brows the lesions were closely set and in linear distribution, whereas elsewhere 
they were scattered and irregularly distributed. The lesions varied from 1 to 
4 mm. in size and were in various stages of evolution and involution. There 
were numerous healed lesions present in the form of pitted scars, which were rather 
superficial. The lesions were papular and bright red; some were slightly crusted. 
There were no pustular lesions present, and telangiectasia was absent. The 
lesions felt soft to the touch. There were no subjective symptoms. 

The Wassermann test of the blood was negative; the tuberculin test was 
strongly positive. Roentgen examination of the chest showed calcified tubercles 
at the level of the third interspace anteriorly, enlarged nodes in the right hilar 
region and and some fibrosis in the right subclavicular region, but no evidence of 
recent tuberculosis. 

DISCUSSION 

Dr. Frep Wise: I agree with the diagnosis. I think that the condition 
is a typical case, the most pronounced eruption of its kind that my associates and I 
observed for years. -It would be interesting to obtain graded tuberculin tests 
and to carry out immunologic experiments on this patient. 
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Dr. MARION SULZBERGER: ‘Two tuberculin tests were made on this patient, 
and I should like to ask what concentrations they represent. The remarkable 
thing about the case is that, while the clinical picture corresponds to lupus miliaris 
faciei or disseminatus, the tuberculin reaction is not that most generally found in 
this condition. That the tuberculin reaction is strongly hypersensitive is an 
exception. In most cases in the literature (compiled by Dr. Peck) the condition 
is anergic; that is, the patients are less sensitive to tuberculin than normal persons 
The fact that the patient is hypersensitive might be in favor of diagnosing the 
condition as an unusual type of disseminated lupus vulgaris. This type of dis 
seminated lupus vulgaris, however, is exceedingly rare, much rarer than hyper 
sensitiveness to tuberculin in lupus miliaris faciei. For this reason I incline t 
the diagnosis as presented. 

Dr. Louts Cuarcin: I do not think that it is rare to obtain a positive tuber- 
culin test in lupus miliaris disseminatus. There are many such cases recorded 
Lupus miliaris disseminatus occupies a position midway between lupus vulgaris 
and the tuberculids. The histology is that of tuberculosis, and there is no reason 
why the tuberculin test should not be positive. 


VeRRuUcOUs ACANTHOTIC NeEvus. Presented by Dr. SAMUEL FELDMAN. 


R. R., a boy, aged 14, presented himself at the outpatient department of the 
Morrisania Hospital on Feb. 10, 1932. On the left cheek, on the neck and on 
the front and back of the patient’s chest there were a number of pea-sized lesions: 
some were slightly larger. They were all either round or somewhat oblong and 
bluish red or brick red. The lesions were flat, only slightly raised above the 
surface, and felt firm to the touch. Some of the lesions were covered with very 
fine scales. 

The boy’s mother stated that some of the lesions had appeared during infancy, 
while others had developed later. 

The blood and urine were normal. The tuberculin and Wassermann tests 
were negative. Biopsy showed a marked acanthosis and a slight hyperkeratosis 
of the epidermis. The corium showed no abnormality. 

The patient had previously been presented at the Bronx Dermatological Society. 


DISCUSSION 


Dr. Water J. HicumMan: I do not know what name to apply to this 
eruption. It does not look verrucous. The condition may be characterized 
histologically by the presence of acanthosis, but chronic scaly inflammations show 
acanthosis. The histologic description states “acanthosis and hyperkeratosis.” 
That description might be applied to all scaling diseases. The point hinges on a 
statement of fact. The parents say two lesions not at present seen on the boy 
were seen at birth. If that is so, whatever the process is, and assuming all lesions 
now present are like those that were present at birth, the patient has at least a 
congenital disturbance of the skin. Whether or not the condition is nevus depends 
on the definition of nevus. The condition is not verrucous, because it does not 
look like a wart, but it may be acanthosis. I think that the patient has psoriasis 


Dr. J. FRANK FRASER: I agree with Dr. Highman. I cannot see why the 
condition should be termed verrucous nevus when there are no verrucous growths. 


The lesions are certainly far from verrucous in nature. Whether or not the 
condition should be called nevus also depends on one’s definition of nevus. There 


should be nevus cells in the section. 

Dr. GEORGE MitterR MacKez: I should like to ask Dr. Fraser whether the 
pathologic classification of nevi is not too narrow for general use. If we are to 
limit the term nevus to those lesions in which nevus cells are found, what shall 
we call naevus anemicus, naevus araneus, naevus flammeus, cerebriform nevus 
and sfmilar conditions? The clinical classification includes all birthmarks of 
restricted extent. In an even broader conception, some classifications include all 
the congenital defects, including even ichthyosis. This seems rather far-fetched, 





SOCIETY TRANSACTIONS 939 


hut there are borderline cases between circumscribed and generalized ectodermal 
defects, ichthyosis hystrix, for example, which make it difficult to limit the term 
nevus to a circumscribed lesion. 

Dr. IstpoRE Rosen: I should like to suggest another possibility in connection 
with this patient, namely, a beginning von Recklinghausen’s disease. The patient 
presents multiple disseminated nevi together with discrete pigmentations. I have 
studied a number of these cases in which typical symptoms of von Recklinghausen’s 
disease ultimately developed. 

Dr. Oscar Levin: I agree with what Dr. Rosen said. The patient shows 
freckles, fibromas and lesions of the chest, which are nevi. I believe this is a case 
of von Recklinghausen’s disease. 

Dr. SAMUEL FELDMAN: I was not able clinically to paste a label on this 
patient. It is true, as Dr. Levin and Dr. Rosen have said, that in addition to 
the brick-colored, flat lesions, the patient has several decidedly pigmented nevi 
and soft nevi. It is possible that more symptoms of von Recklinghausen’s disease 
may develop and prove the condition to be von Recklinghausen’s disease. 

Dr. J. FRANK FRASER: In reply to Dr. MacKee’s question, the term nevus, 
strictly speaking, means a birthmark. Naevus flammeus is a congenital, vascular 
abnormality. Nevi may be classified as (1) vascular and (2) cellular. The latter 
lesions are characterized by the presence of the so-called nevus cells. These cells 
are absent in the case under discussion. 


SuBPIAL HEMORRHAGE FOLLOWING CISTERNAL PUNCTURE. Presented by Dr. 
A. BENSON CANNON. 


C. G., a white man, aged 26, was admitted, on September 3, to the Vanderbilt 
Clinic, with chancre on the right side of the lip and secondary syphilitic rash over 
the body. 

Physical examination showed nothing abnormal except secondary rash and 


enlarged right cervical and inguinal glands. The patient was given two courses 
of mercury and silver, following which the Wassermann test of the blood was 
negative. On Feb. 3, 1932, cisternal puncture was performed. During the introduc- 
tion of the needle, the patient moved; this occasioned sharp pain in the neck and 
the right side of the face. Anesthesia and paresthesia of the right side of the 
face continued after the patient went home, and the headache became so severe 
that he was admitted to the hospital on Feb. 5, 1932. On admission he had 
hyperesthesia of the right side of the face, hyperactive deep reflexes of the entire 
body and one degree of fever. A spinal puncture, performed on admission, showed 
normal pressure, consistent bloody spinal fluid throughout and a white blood count 
of 10,700. During the next few days the patient’s temperature rose gradually to 
102 F.; a bilateral Kernig’s sign and some stiffness of the neck developed. Spinal 
puncture was repeated four days after previous puncture and gave the same results. 
The patient gradually improved; he was discharged on Feb. 9, 1932, without any 
residual symptoms except some hyperesthesia of the right side of the face, slight 
hyperactivity of the deep reflexes and some loss of weight. 

Dark-field examination of the lip was negative. The Wassermann reaction 
of the blood was 4 plus. 

DISCUSSION 

Dr. A. BENSON CANNON: I felt that I should present this case before the 
section to illustrate the dangers of cisternal puncture. This patient made a splendid 
recovery, but there are other patients who have not been so fortunate. In one 
institution where autopsies were performed on a number of children dying from 
poliomyelitis, five patients showed multiple puncture of the medulla, with minute 
hemorrhages around the puncture areas. In another hospital there were two 
deaths following cisternal puncture; one more death following cisternal puncture 
was called to my attention by a physician from still another hospital. In the 
two cases in which death occurred, autopsy revealed anatomic changes caused 
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by an old inflammatory process that could not be determined by the thorough 
physical and neurologic examinations previous to the cisternal punctures. 

Cisternal puncture is a highly specialized form of operation, it should not be 
practiced as a routine procedure in obtaining spinal fluid. The operation is far 
more dangerous than a lumbar puncture. Dr. Byron Stookey, who has often 
noticed that in exposing the base of the brain in operation a different anatomic 
structure is present every time the patient moves, and that there is only approx- 
imately from 4 to % of an inch (0.64 to 0.94 cm.) of space in which to introduce 
the needle without causing damage to some vital structure, feels that cisternal 
puncture should never be done when it is possible to perform lumbar puncture 
In acute inflammatory disease of the meninges in which the spinal fluid is s: 
mixed with fibrous exudate that the fluid cannot be withdrawn by means of lumbar 
puncture, it is permissible to perform cisternal puncture in order to promote 
drainage or in order to introduce serum. In other instances in which it is advisable 
to irrigate the cerebrospinal canal, cisternal and lumbar punctures may have to be 
performed. 

Dr. Istpore Rosen: In my service at the New York Post-Graduate Hospital, 
where cisternal puncture has been carried out for the past three years as a routine 
procedure, no untoward complications occurred until after eight hundred punctures 
had been performed. About five months ago a patient suffering from clinical 
and serologic dementia paralytica, whose spine had been punctured seven times 
without ill effects, died eight hours after the eighth drainage, of a hemorrhage 
at the base of the brain. The puncture was performed by the same operator who 
had treated the patient previously. There were no difficulties, and the fluid was 
absolutely clear. Fifteen minutes later the patient complained of nervousness and 
headache, and became so emotional that it was thought at first that she was 
hysterical. She was sent to the wards of the hospital and put to bed. Her symp 
toms gradually became more aggravated; convulsions developed, she became uncon 
scious and died eight hours later. Postmortem examination revealed a basilar 
hemorrhage. I report this case to illustrate some of the dangers that may be 


associated with cisternal puncture even with the best of technic. 


Dr. Leon CorNWALL: The subject is controversial; it was not my intention 
to participate in the discussion this evening. I can add, however, two other cases 
in which unfortunate results followed cisternal punctures, The one with which 
I have the most familiarity was a case of known neurosyphilis, with marked 
cerebellar symptoms. Extremely severe headaches constituted the most annoying 
subjective symptom, From a clinical point of view diffuse syphilitic meningitis 
was considered the proper diagnosis. Such cases are usually accompanied by an 
increase in the total amount of subarachnoid fluid, the removal of which usually 
results in marked alleviation of symptoms, A lumbar puncture had been done, 
and the fluid pressure was recorded as very low, falling to zero after the removal 
of from 4 to 5 ce, of fluid. This result was so unusual that it was ascribed either 
to errors in technic or to arachnoid adhesions between the lumbar and the cervical 
levels, With the feeling that drainage from the cistern would produce the desired 
therapeutic effect, this procedure was done, No fluid was obtained at the ordinary 
depth, namely, from 3 to 5 em.; the needle was therefore inserted to what had 
been considered the maximum depth consistent with safety, namely, 6 cm,, but no 
fluid was obtained The needle was withdrawn; almost immediately following 
this, respiration ceased, By means of the “Drinker Respirator” life was main 
tained for about three hours lhe postmortem examination disclosed a chronik 
syphilitic meningitis, with a thick plastic exudate over the base of the brain, The 
ubarachnoid space was dry, and there was an atrophy of the cortical convolutions 
here was moderate hydrocephalus due to occlusion of the communication between 
the ventricular and the subarachnoid systems, Owing to the chronic meningeal 
pathologic changes, the normal anatomic disposition of the intracranial contents in 
the posterior fossa was altered, If the interpretation of the low pressure that 
was obtained at the lumbar puneture had led to a visualization of this situation, of 
course a cisternal puncture would not have been attempted; but in this respect the 
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clinical judgment was faulty. I am not allowing the results that I have just 
reported to deter me from employing the cisternal puncture in certain cases, but I 
heartily agree with the opinions expressed by Drs. Cannon and Rosen that we 
should not support the view that this procedure should be utilized as a routine 
measure. The method has dangers which are of course multiplied when the opera- 
tion is performed by those who have not acquired special proficiency in the technic. 

Dr. Howarp Fox: I should like to say a word about cisternal puncture based 
on work in my clinic and not on personal experience. 

The performance of cisternal puncture by dermatologists in New York followed 
the visit of Dr. Memmesheimer of Bonn several years ago. At his original demon- 
stration he remarked that only one of three physicians interested in the subject 
was temperamentally fitted to carry out this procedure. It is dangerous in the 
hands of men who have not had the proper training in its performance or who 
lack the necessary dexterity and courage. Dr. Saunders has performed 7,000 
cisternal punctures in a few years without accident, and Dr. Spiegel, 3,000. In 
the hands of experts like these the procedure is safe. 

Dr. BoLtestaAw LArpowsk1: What benefit is there to the patients in such a 
procedure ? 

Dr. MARION SULZBERGER: It is interesting to hear the report of cases in 
which cisternal puncture had had an ill effect. One must realize that such cases 
probably constitute a minority of those that actuaily occur. Not every one who 
has a mishap with the procedure reports it. Every time that I have heard the 
subject discussed more cases seem to be reported. There is no doubt that cisternal 
puncture is a method that involves more danger than lumbar puncture, As far as 
the advantages of cisternal puncture are concerned, the main ones seem to be 
freedom from headache following puncture and the fact that the procedure can be 
carried out on ambulatory patients. Concerning these advantages, I should like 
to contribute the following: I have knowledge of one hundred and thirty lumbar 
punctures carried out for diagnostic purposes on syphilitic patients. They were 
not hospitalized, and there was only one severe headache following puncture. 

Dr. Josran THorNLEY: It seems most appropriate to call attention at this 
time to the possibility of fatal results from cisternal puncture and to the fact that 
it is not a safe procedure to learn from description only. 

One can study the first instructions, but one must have nerve, plus experience on 
the cadaver, to operate with safety on the living patient. Realizing this, before | 
ever tried to perform a cisternal puncture by myself I performed it on the cadaver, 
both before and after removing the calvarium. After the calvarium was removed, 
I could see exactly where the needle went, which direction was right and which 
was wrong, 

I next procured a body, introduced a large caliber needle in the lumbar region 
and connected this with a fountain syringe filled with a strong solution of methylene 
blue, It was then easy to do as many cisternal punctures as | liked, and every time 
| had a flow of the blue liquid through the cisternal puncture needle, [| knew 
that | had made a successful attempt. 

I recommend this method to those who wish to teach others how to do the 
operation 

De, Wacrer J, HiaumMan: | wish to obtain a little information, It is evident 
that the accidents that occur in connection with this procedure are due to unforeseen 
anatomic changes which may be anomalies or due to preexisting disease, | should 
like to know whether under similar conditions in lumbar puncture similar accidents 
take place, In lumbar puncture are the disadvantages of a corresponding degree 
of seriousness, or do accidents happen in cisternal puneture under optimum con 
ditions as compared with optimum conditions for lumbar puncture? The patient 
prefers not being made uncomfortable by a diagnostic or therapeutic procedure, 
if another one, more comfortable and just as safe, can be used 


Dr, Leo Spreaet ! agree with the remarks of Dr, Fox, Potentially the 
hazard of injuring the vital centers is apparent, but | am convineed that, after one 
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has studied the anatomy of the suboccipital space and has been properly trained 
to perform the puncture by previous work on the cadaver, there is no greater dange: 
than in lumbar puncture \ll investigators agree to this, some even going so far 
as to say that injury to the floor of the fourth ventricle is hardly possible, Most 
injuries and fatalities have been due to inexperience, due to prodding around and 
traumatizing the venous plexuses at the base of the occiput or to deviating from 
the midline, thereby injuring the vertebral artery Fatalities are the result ot 
injury to the blood vessels, and death does not take place immediately alter 
puncture While the technic cannot be acquired by every one, it is a simple pro 
cedure if learned properly, and when once acquired, it is easier than lumbar 
puncture, It should, however, be performed by an expert who is always in touch 
with the situation and who knows the “leel of the parts.’ | see no occasion for 
a medical student, of one not doing the work regularly to attempt the procedure 
amply for the threill 

In the case presented the injury produced was due to taulty techni Phi 
needle was introduced too forcibly, too far and in the wrong direetion, thereby 
causing not only hemorrhage but pain to be felt immediately in the right sic 
of the tae 

If the operator feels his way by slowly and gently advancing the needle, by 
frequently withdrawing the stylet and by getting the point of orientation by touch 
ing the edge of the occiput, no injury of a vital nature can result, except possibly 
from an anomaly of the vertebral artery \s one gains experience in quickly 
puncturing the skin and subcutaneous tissues in introducing the needle, the patient 
seldom complains of pain, Pain indicates a taulty direction of the needle, Up to 
the present | have done over 3,000 punctures, and while some injuries occurred 
owing to inexperience, when the technic was not so good as it is today, they were 
trivial, Considering the distinct advantages as regards not only after-effects but 
also economy, cisternal puncture becomes the method of choice, In only one 
instance during my four years’ experience has a patient refused to have a second 
puncture pertormed 

The detection of asymptomatic neurosyphilis becomes a much simpler problem 
as in the clinic with whieh | am connected we perform punctures as a routine 
in all cases of latent syphilis 

In verilying and interpreting the newer slide precipitation tests in conjunetion 
with the less sensitive complement-fixation tests, reexamination of the spinal fluid 
is most essential, not only in doubttul cases of neurosyphilis but also in the asymp 
tomatic case Hlere again obtaining the spinal fluid by cisternal puncture is ol 
the greatest aid, because this method requires no hospitalization, and because the 


puncture can be repeated as olten as necessary Vor drainage following intra 


venous therapy, cisternal puncture also offers the same advantages over lumbar 
pune ture | helieve that in every eclinie tor syphilis cisternal puneture should 
hecome a part of the armamentarium, being performed by qualified assistant 

De, Hortresnaw LArOWsRKE What is gained hy it li the patient has neurati 
ayinptome causing the slightest suspicion of the presence of ayphill eh a pre 
cedure ia not necessary in order ta make a dlagnosl \ prohable diagnosi 
obtained by a careful history, ts sullelent, as in the end one applies the san 
treatment, no matter in what way the dia@nosia of ayplilia is arrived at 

Dew, Anruth VewNnea Cleom the Rocketeller Tiatitute, by tavitation) | have 
ever pertormed an operation like this for the simple reason that - should net 
like to have it done on niveaell 

\t the Rockefeller Tnatitute about (5,000 operations like this have been pet 
formed without the alialteat accident Lleadache seldom occurred The patient 
reat on their atomacha with their heads down and thete feet ratsed a little for a 
few hovers Clea Y te OG oeloehdt then they @o home and remain ta bed wntil the 
Hest omni In vot that better than the other way 1 recommended thi 
nethod a lone tine amo when practicing pineture of the lin, for there te not miel 
ineonventence, and Tittle path, One should not allow one aecident to cate one t 
discard a tethod Ohne should not ehanwe the techni lt the patient te 
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headache, it will be less than alter lumbar puncture, it certain fine needles are used 
Oyo MoeY), you can be sure there will be less danger 

De, A, Benson CANNOD | know of seven different severe reactions and ot 
ne death that occurred trom cisternal puncture, in addition to those already cited 
this gives an accident in perhaps one of every five hundred cisternal punctures 
Oi the many thousands of lumbar punctures that | have personally performed 
ince 1914, averaging about four a day, | cannot recall a single accident nor 
reaction other than headache 

In 1922, | read a paper betore the county medical society in whieh | mentioned 


the experimental work that | had done in lumbar puneture, | introduced a 19 


age needle in about eighty-five cases, allowing the spinal fluid to present itsell 
it the head of the needle, and then quickly reintroduced the plunger without remoy 
ine any fluid In not a single patient did headache develop, in spite of the fact 
that they were allowed to get up immediately and made to walk about and to 
deseend and elimb four flights of stairs, | concluded from this experiment that 
headaches following lumbar puneture were due to changes caused by the removal 
of spinal fluid and not by leakage through tears in the membranes, | agree 
that lumbar puneture should not be done other than in selected case 

In 1922, in Dr, Fordyce’s service at the City Hospital, cisternal puneture wa 
done almost as a routine There was at that time a case of paralysis of one side of 
the face and arm, and death in a case of tumor of the brain, These accidents 
caused a discontinuance of the operation, Dr, Howe was then doing a great many 
cisternal punetures, and he, too, reported a few minor accidents such as paralysis 
of one side of the face and an arm that cleared up, leaving no permanent camape 

\bout a year ago, before the New York State Medical Society, cisternal pum 
ture was advocated as a routine procedure in all public health service in preference 
to lumbar puncture, In reading a paper on the treatment of early neurosyphilis, 
the commentor expressed surprise that L had not once mentioned cisternal puncture, 
hut that | had adhered to the more obsolete form, lumbar puncture, in order to 
obtain spinal fluid, - think Dr, Spiewel's argument itself is sufficient reason for 
disapproving the procedure, If the teehnic of doing a cisternal puncture is so 
exacting as to permit only particularly skilful physicians to perform the operation 
without danger to the patient that fact should in itself condemn the method as a 
practical procedure for obtaining spinal fluid 


VrROPHY SECONDARY TO CHRONK is 4 maa Vora 


DERMATETI l’resented by Dr ' N ANNO 


M, M,, a married woman, aged 72, had been admitted to the City Llospital on 
May 2, 1982) complaining of uleers on both legs of ten years’ duration hve 
ulcer on the right lew had bewun first, with subsequent breakdown and involvement 
i the opposite leg The patient denied any history ol previous eceema or irritation 
| the skin on the lew 

xamination showed a palmesized, varicose uleer with a hard, sclerotic border 
mi the lower anterior third af bath lea The skhinoal both legs up te the junetion 
i the lower and middle thirds of the thigh was weinkled and atrophied, and 
liad @ loose, thin appearance The veina stood out distinetly, and the skin eould 
he moved to & great extent on the tiesue underneath 

The \Wassermann teat ob the blood wan neaative the blood count was normal 


iil the wreinalyaia wae newative 


resented byw ot) \ Al 


i Colored wornean, aged 40, lad been admitted to the City: Tlospital on 
heb, |, 1042) complaining of an uleerated wrowth on the vulva ob seven year 
diiration The lesion bac firat hewn ae a eecrateh cwirehk and lad wrown alowds 
in tleeration with a seropurulent discharwe lad developed, ‘The lestone lad alway 
heen limited to the Telt labivin tiadora and patra The lesion lad) ateadils 
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increased in alee lt had heen moderately paintul and pruritic, and had had a 
foul odor \ year previously she had been given eight injections of arsphenaniii 
and ten of mercury at Helleyue Tlospital, without any tmprovement in the lesion 

lixamination showed an involvement of the left side of the vulva, extendin 
from the anterior portion to the rectum posteriorly, Consisting of a large, fir 
#railar, grayish lesion covered with a seropurulent exudate The inwuinal glay 
were thoderately enlareed Rectal examination showed @ atrieture about 4& inely 
(7.6 er) above the sphineter, which was thin and elastic, and had little indurati 
aAlwwit it It was moderately tender to palpation 

The Wassermann teat of the blood was newative Hiopey taken on Peb, 2, 1942 


showed atypical granuloma tneuinale 


Paimany Macunan Arnority Presented by Dam, A N iNON 


I, a white laborer, aged 40, had been admitted to the City Hospital on 
1932, complaining of edema of the legs and “lumps” on the skin, About 


ten years previously, following a cold, slightly elevated, erythematous, nonitehing 


lesions of the lews had developed \s time passed, the lesions faded, and ther 
wis a wrinkling over their surfaces, New lesions, varying in size from that ol 
a pea to that of a dime, déveloped on the thighs and the lower part of the trunk, 
and later on the arms and, to a lesser degree, on the chest and the upper part 
of the back There had been no subjective symptoms 

Over the trunk and extremities, most marked on the thighs about the hips, and 
over the lower part of the back were numerous round and oval lesions, slightly 
raised and firm, varying in size from that of a pea to that of a twenty-five cent 
piece, Some of the lesions were macular and erythematous; others showed atrophy 
of the skin, with wrinkling, while still others presented the phenomenon of 
invagination 

The Wassermann test of the blood was negative 


PieMpirat POLLIACKOL resented by Dr, A 


M. D., a colored woman, awed 30, had been admitted to the City Llospital i 
1923, complaining at that time of a scaly, itehing eruption of eight years’ duration 
The condition had first begun as small vesicles which had developed over both 
shoulders, the lesions soon rupturing and becoming covered with crusts, As then 
dried, new lesions appeared in the same areas and also over the sealp, At thi 
time mild chills and fever developed, Within the next year the condition apread 
to the chest and abdomen, and since that time had involved moat of the cutaneou 
ausclace, consisting of recurring vesicles and bullae, which became eruated, sealy 
and pruriti 

On admission to the hospital the entire surface of the patient's skin waa found 
to be covered with @reasy and foul-amelling crust lhe akin was erythematou 
only a few vesicles were present The scalp was also covered with crusts, and 
the patient had a patehy loss of hat 

Ihe resulta of physical examination were negative, except for the fact that 
the apleen was palpable about an inch below the costal margin in the midelavieulatr 
line 

Since admission the patient had been treated with ultraviolet: raya, ealeium 
gluconate intravenously and various ointmenta and oils The patient had also 
received plasmochin, one tablet daily for fourteen days and then two tableta daily 
This treatment had caused nausea and therefore had to be discontinued, The 
patient's condition had improved a great deal at times, only to recur, In general 
she was much better 

The blood count showed 11,800 white blood cells <2 per cent eosinophil 
Examination of the stool did not reveal any parasites, The Wassermann test of 
the blood was negative, Gastro-intestinal examination, chemical examination of 
the blood and blood culture tests were all negative, The basal metabolic rate 
was + 46 
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forpver Diskasi l'resented by De, A, Henson Ca 


1. T., a colored woman, aged 28, had heen admitted to the City Hospital on 
bee. TL, 1941, with a dry, sealy and itehing eruption of three months’ duration 


ihe condition had first begun on the back three months previously as a pruriti 
devine which soon spread te the arms and lees and involved the entire body 
lhe patient noticed that the skit was dry, and that there were fine scales over 
ihe entire surface of the body exeept the palins and soles lhe itehing had been 
ever \fter the patient had fremaitied in the hospital for two weeks, the papulat 
condition i the axitlae developed, about the breasts and alone the midline of the 
ihdomen and groin; after that time the itehing had not been a tiarked symptom 

he patient had had one miscarriage three years before presentation, at whieh 
time the Wassermann test of the blood was 4 plu she received twelve tnitravenots 
injections, and had had no treatment since 

ln each axilla, extending outward and involving the breast, was a confluent 
wid discrete papular eruption, Many of the papules had hairs in their centers 
wd were the color of normal skin, The eruption also extended down the central 
part of the abdomen and involved the groin, The skin in the axillae was thickened 
wid discolored, and there was an exaggeration of the normal markings of the skin 

The chemical and Wassermann tests of the blood were nepative 


GRANULOMA ANNULARE IN A Stix Year Onn Cuno, Presented by Dr, Her 

MANN lett 

The patient's family history was negative, except for tuberculosis, although the 
tep-daughter of the mother had had pleurisy The eruption on the patient's foot 
broke out shortly after she had searlet fever, The child had vulvovaginitis, which 
was suggestive of gonorrheal origin There was an annular lesion 144 inches 
(3.7 em.) in diameter, the margin of which was slightly raised and fairly firm, 
with a depressed center The skin was light red but otherwise of normal color 
There was no sensation 

\ vaginal smear examined on Feb, J, , Was nepative 


KA Corpo resented by Dar, Gronat 


W,, a girl, awed 10, presented tinea capitis of two months’ duration, When 
first seen at the skin clinic of the Post-Graduate Tlospital on Jan, 26, 1982, a 
typical lesion was present over the vertex, with smaller seattered, highly inflam 
matory lesions on other parts of the sealp, Repeated extemporaneous and cultural 
tudies had been entirely negative for fungi, No fluorescence was present under 
the Wood filter 
lwo weeks prior to presentation, in a sister CR , aged 4), a well defined, 
eczematou patch, the sive of a quarter, developed on the right side of the neek 
Scrapings from this lesion revealed sporulated mycelium, and a growth on culture 
medium was started \ithoueh the growth was too young to identify it with 
certainty, it appeared to belong to the gypsum group of eetothrix teiehophyton 
Hoth children were hypersensitive to teichophytin apphed in pateh teste in dilutions 
of 1:10 and 1:40 
The absence of fungi in repeated microseopie and cultural stucie iidicated 
that in this type of ringworm there was a tendeney to spontaneous cure bor 
this reason, depilation of the hair of the scalp by roentwen raya or by other 
methods might not have been indicated, Tt was felt that the presence of atrophy 
in some of the lesions on the scalp might result in a lack of total rewrowth of 


hair in these aren 


Unricanta Promentosa (Apnunr Tye), Presented by D. Gronat ( ANDI 


L. ©. G. a housewife, awed 49, had had what she called a melanoma on the 
back of the neck, which had been treated with radium, It had not entirely di 
appeared under this treatment but had broken down five years prior to presenta 
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tion, whereupon it had been removed by electricity. The patient had been wel! 
up to one year before presentation, when she noticed small red lesions, which 
looked to her like flea-bites. She noticed that these did not disappear but 
gradually changed from a reddish to a brownish color, The patient also com 
plained of itching, Examination showed numerous papular lesions on the arm 
and the chest and, to a lesser extent, on the back and thighs. The recent lesion 
were reddish; the older, brownish, Some were firm on palpation, Histologically 
the lesions revealed urticaria pigmentosa, with numerous mast cells 


MANHATTAN DERMATOLOGIC SOCIETY 
M. B. Parounacian, M.D., Secretary 
March &, 1932 


Georce M,. Mackeer, M.D., Chairman 


EPrIpERMOID CARCINOMA Presented by Dr. J. FRANK FRASER, 


G. L., an American, awed 45, had had a lesion on the lateral aspect and the 
posterior portion of the tongue for about two months before presentation, for 
which he came to the Cornell Clinic, At the time of presentation examination 
revealed an indurated mass involving the posterior border of the left side of the 


tongue and a papulosquamous eruption on one palm. The Wassermann reaction 


was 4 plu he palmar lesion cleared up under antisyphilitic treatment, but 
there was no change in the growth on the tongue. Microscopic examination of 
sections taken from the lesion on the tongue showed epidermoid carcinoma (grade 
J, according to Broder’s classification of squamous cell cancers). 


DISCUSSION 


Dr. Davin L. SATENSTEIN One hears a good deal about cases in which 
epithelioma develops on a gumma of the tongue. This is not correct; a gumma 
is a process in the cutis; involvement of the epidermis is usually the result of 
the inflammatory condition accompanying the breaking down of the gumma. A 
varying degree of acanthosis may result, which may present malignant changes. 
I believe that leukoplakia is the usual forerunner of cancer of the tongue. In his 
term, epidermoid carcinoma, Ewing includes both the basal and the prickle cell 
types of epithelioma. It seems to me that a dermatologist should be more specific 
and mention the type meant. In this case there is a prickle cell epithelioma. 

Dr. Howarp Fox: I think that the physician mentioned by the presenter 
made his chief mistake in prolonging the therapy unnecessarily. He should have 
given the patient intensive treatment with arsphenamine for ten days or two 
weeks, and if at the end of that time there had not been a markedly beneficial 
effect, the treatment should have been discontinued and a biopsy performed. It 
would also have been good practice to have performed a biopsy at the outset. 

Dr. Max ScueER: Epithelioma of the tongue is much more commonly found 
in syphilitic patients than in nonsyphilitic ones, and, paradoxical as it may seem, 
in a person with ulceration of the tongue and a Wassermann reaction of 4 plus 
[ am more inclined to make a diagnosis of epithelioma than of gumma. 

Dr. Louts B. Mount: Finger’s statistics show that 75 per cent of the cases 
of carcinoma of the tongue occurred in syphilitic persons. 

Dr. Georce M. MacKee: I doubt whether a gumma ever becomes an 
epithelioma, in spite of numerous records of such instances in the literature. Of 
course, scars resulting from gumma may give rise to cancer as do leukoplakia 
and syphilitic interstitial glossitis. 
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Dr, Istpor Rosen \ histologic examination should be made at the earliest 
possible moment in all cases cf ulceration of the tongue whether or not the patient 
has definite evidence of syphilis, If the microscope reveals malignancy, radical 
treatment can be instituted at once, and if the condition is nonmalignant no harm 
has been done, 

Dr. J. FRANK Fraser: | agree with Dr. Fox’s remarks about the treatment 
he chief mistake was the postponement of the biopsy for five weeks, 


PiryRtAsis Rupra Pitaris, Presented by Dr. ANpbREw J, GiLmMour, 


H. N., a woman, aged 36, a housewile, stated that seven years prior to presen 
tation redness appeared in the left groin, which gradually spread until there was 
a generalized eruption 

Physical examination revealed an indurated, red, raised patch on the chest 
made up of closely packed papules. This extended under the breasts and on the 


adjoining surface of the chest transversely, covering an area 6 by 10 inches (15 


by 25 em.). The eruption had a nutmeg-grater appearance. The upper quadrants 
of the breasts were entirely normal. Similar plaques were seen on the flexures 
of the elbows, in areas encircling the forearms and on the posterior and lateral 
portions of the thighs, more toward the anterior surface, between the folds of «he 
buttocks, and much less in the genitocrural regions, The size of the plaque 
varied, some being smaller than the palm, others larger, Scaling was marked on 
some of the plaques. Smaller plaques were found on the forehead, chin, ears and 
upper lip. On the upper and outer part of the legs were elementary papules with 
horny plugs. On the dorsal surfaces of the first and second phalanges of the 
fingers were the characteristic horny dark plugs. Scattered over the trunk and 
extremities were numerous separated characteristic pointed lesions. 

The section was not characteristic. It showed chronic inflammation 

From Aug. 17, 1931, to March, 1932, the patient had received fifty injec 
tions of 1 Gm. of sodium thiosulphate, with little or no improvement. 


DISCUSSION 


Dr. GEORGE Mache! One portion of the eruption presented by this patient 
is particularly interesting. I refer to the eruption on the extensor surfaces of 
the forearms. This portion of the eruption consists of flat-topped, shiny, pinhead- 
sized, discrete papules that markedly resemble the papules of lichen planus. In 
spite of the fact that these papules are on the extensor surface rather than on 
the flexor surface and that they have not a distinct violaceous color and are not 
umbilicated or polygonal, I think that one might be led to make a diagnosis of 
lichen planus if the patient had no other eruption. While on inspection the 
papules suggest those of lichen planus, they do not suggest this disease when the 
fingers are gently run over the skin. In doing this, one finds that the papules 
produce a slight nutmeg-grater sensation, as in pitvriasis rubra pilaris, lichen 
spinulosus and lichen ruber acuminatus. The point is that if the entire eruption 
was of the type on the forearms, we would probably be more inclined to consider 
lichen planus on a lichen planus-like arsenical eruption rather than pityriasis 
rubra pilaris. Of course, there is no question in this instance about the diagnosis 
of pityriasis rubra pilaris. 


\ Case ror DraGNosis (DruG Eruption?). Presented by Dr. Istpor Rosen 


J. Z., a man, aged 41, born in Bohemia, presented himself at the skin clini 
of the New York Post-Graduate Hospital on March 4, 1932. He stated that 
eight months previously he had noticed spots appearing on his arms, and two 
weeks later, on the face. The lesions were red at first and then became bluish 
and purplish, with considerable itching. At about the same time he noticed a 
disappearance of the hairs over the dorsa of the hands and lower part of the arms 

On examination, the patient presented irregularly outlined, reddish and brown 
macular lesions of various sizes scattered on the face. There were light brown 
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lesions on the lower portion of the arms, follicular plugs on the phalanges and 
lower portion of the arms and scattered macular reddish-brown lesions on the 
face and forehead, in some of which there appeared to be atrophic areas. The 
general structure of the microscopic section was suggestive of an eruption due 
to phenolphthalein. There was atrophy of the elastin, which is not found in 
eruptions due to this drug. 
DISCUSSION 

Dr. BENJAMIN F. Ocus: I presented a case of phenolphthalein eruption 
limited to the finger-nails. In order to prove or disprove the diagnosis, we gave 
the patient 5 grains (0.32 Gm.) of phenolphthalein after the lesions had cleared 
up, and immediately the eruption reappeared. The patient was shown and photo- 
graphed at the Post-Graduate Hospital. No other part of the body showed 
lesions. 


GRANULOMA INGUINALE. Presented by Dr. Istpor Rosen. 


L. P., a man, aged 33, born in the United States, first called at the New York 
Post-Graduate clinic on Feb. 3, 1932. Examination revealed a round, penny-sized 
ulceration with a sharply defined elevated border on the glans penis which had 
been present for four months. There was no marked inguinal adenopathy. There 
had been no eruption of the skin. The Wassermann reaction of the blood was 
repeatedly negative. 

A Ducréy culture, made on February 12, a smear for tubercle bacilli, the 
Vernes test for tuberculosis and syphilis and several dark-field examinations for 
Spirochaeta pallida gave negative results. 

Roentgen examination of the chest merely showed lymphatic hilar infiltration. 

Biopsy showed organized granulation tissue with considerable secondary infec- 
tion. Donovan bodies were demonstrated in this section. On March 7, Donovan 
bodies were demonstrated with Gram’s stain. 


DISCUSSION 


Dr. M. B. Parounacian: I do not believe that any of us could make a 
diagnosis of this case clinically. I am glad that I saw the patient. This condi- 
tion is rare in white persons, especially in this climate. 

Dr. Howarp Fox: I think that the chief point of interest in this case is 
that the patient is a white man. Although the disease is rare in the white race, 
it does occur; one of the fifteen cases in my report on this disease occurred in 
a white man who had contracted the disease while on a visit to Florida. In this 
case the Donovan bodies were demonstrated. I do not think that the absence of 
lesions in the inguinal region is of special importance, in spite of the name of 
the disease. I have shown and published reports of similar cases in which the 
lesions were confined to the genitals. The presence of a chancre would be most 
unlikely on account of the lack of adenopathy, not to mention the duration. The 
lack of adenopathy in an ambulant and active patient would be unusual in soft 
chancre. The lesion did not have a punched-out border as in gumma, and although 
a positive diagnosis could not be made on clinical grounds alone, I think that 
granuloma inguinale would be a not unlikely diagnosis. 


Mycosis Funcorpes (?). Presented by Dr. MrHran B. PAROUNAGIAN. 


The patient, J. B., a man, aged 68, had been attending the skin clinic of the 
Bellevue Hospital since Nov. 11, 1931. The Wassermann test gave negative results 
on his admission to the hospital. The beginning of an eruption was said to have 
occurred about four months before the patient presented himself for treatment. 
He stated that thirty years previously he had been kicked on the left shin by a 
horse. He also stated that the condition had appeared on the left leg adjacent 
to the old injury, and it had gradually extended to other parts of the body. The 
lesions consisted of numerous scaly, somewhat infiltrated and dark reddish patches 
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of various sizes. The eruption was more marked on the back and extremities 
than in the anterior aspect of the chest. The patient complained of intense 
itching. A report has not been made on a biopsy made several days prior to 
presentation. 
DISCUSSION 
Dr. Istpor Rosen: The general clinical appearance of the cutaneous mani- 
festations suggests some parasitic infection associated with secondary by-effects. 


Dr. Louis B. Mount: I do not believe that any of us has ever seen a 
patient with mycosis fungoides who scratched himself as this one has. 


Dr. Paut E. Becuet: There is no firm infiltration. There are no objective 
symptoms of pruritus. Some of the patches are moist and oozing. The whole 
clinical picture strongly suggests an infectious eczematoid dermatitis. I there- 
fore disagree with the diagnosis of mycosis fungoides. 

Dr. Howarp Fox: I think that this eruption is too inflammatory and too 
moist for mycosis fungoides and agree with Dr. Bechet that it is probably an 
infectious eczematoid dermatitis. In my opinion, the presence of scratch marks 
is an indication against mycosis fungoides. While it is known that this disease 
causes itching, in my experience it is unusual to see scratch marks, and certainly 
as many as this patient presents. 


CasE FOR DraGNosis (DunRiNG’s DIsEASE?). Presented by Dr. MIHRAN B. 

PAROUNAGIAN. 

The patient, P. B., a colored man, aged 50, a porter, was admitted to the 
Bellevue Hospital skin clinic on Jan. 25, 1932. He had a chancre thirty years 
previously, for which he had treated himself until 1909, when he consulted a 
physician, who reported a Wassermann reaction of 4 plus. This physician 
administered twenty-four injections of mercury intramuscularly. In 1926, the 
Wassermann test was again 4 plus; the patient then received six intravenous and 
six intramuscular injections. In April, 1931, the patient had a rash about the 
ankles, and visited a clinic in New York, where the Wassermann reaction was 
reported to be negative; fifteen injections of bismuth were administered, followed 
by six more injections into the hip. The Wassermann reaction was again nega- 
tive. In December, 1931, a private physician was said to have given him six 
intramuscular and two intravenous injections of mercurosal. The patient stated 
that about a week later a generalized itching eruption had appeared. 

On the patient’s first visit to the clinic, on Jan. 25, 1932, the Wassermann 
reaction had been negative. On account of the generalized condition of the erup- 
tion, the intense itching and the aforementioned history, we were inclined to 
make a diagnosis of rash due to drugs. Six injections of sodium thiosulphate 
were given intravenously, without much improvement. The eruption consisted 
of macules, papules and small vesicles. Slight grouping and marked pigmenta- 
tion were present. On February 8, there was 5 per cent eosinophils. New 
lesions had been developing every few days. The administration of sulphur 
ointment, U. S. P., gave the patient more relief than any other medication. 


DISCUSSION 

Dr. Max ScHEER: The patient shows pigmentations which are the remains 
of an eruption. 

Dr. Paut E. Becuet: I also could see little else than a simple pigmentation. 
There are no scratch marks, no grouping of lesions and no active vesicles. 
From the appearance of the patient tonight, a diagnosis of Duhring’s disease 
would be difficult to make. 

Dr. Istpor Rosen: It is impossible to make a diagnosis on such a short 
examination. The patient presents active erythematous and papular lesions on 
the trunk with vesicular lesions on the extensor surfaces of both hands. I believe 
that Duhring’s disease is one of the possibilities to be considered. 
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Dr. Howarp Fox: The patient now presents an eruption that has largely 
undergone resolution. I think that at the present time it would be impossible 
to make a diagnosis. Without the presence of excoriations, I do not see how 
a diagnosis of Duhring’s disease could be considered. The presence of thick- 
ened areas about the ankles, together with the pigmented areas, makes lichen 
planus seem a more plausible diagnosis. ; 

Dr. GeorGe M. MacKee: I should not care to exclude dermatitis herpeti- 
formis definitely, but it seems to me that most of the indications tend to exclude 
this condition. There is hardly enough eruption on which to base a diagnosis. 
There is an eczematoid eruption of the ankles and legs, and it is possible that 
the pigmentation, generalization and eczema might be the result of a former 
widespread pustular eruption of some kind, a pyoderma. 

Dr. M. B. PARouNAGIAN: I have been watching this patient for several 
weeks with considerable interest. When he was first seen, with a history of 
having received considerable antisyphilitic treatment, we were inclined to make a 
diagnosis of an eruption due to drugs. This condition has been ruled out, as he 
has been at our clinic since January 25, during which time he has received no 
antisyphilitic treatment. However, new lesions have been developing persistently. 
The majority of the lesions consisted of grouped vesicles, leaving pigmentation; 
itching was intense. A careful examination for possible lichen planus was made, 
but no evidences of it were found. The patient begs to be treated with sulphur 
ointment, which seems to relieve him greatly. 


EPITHELIOMA ADENOIDES CystTicum. Presented by Dr. G. C. ANDREws. 


F. C., aged 5, was brought to the Vanderbilt Clinic with the following his- 
tory: A lesion, the duration of which was about three years, had first appeared 
as a small spot at the lower angle of the jaw and had gradually spread. There 
had never been any subjective symptoms. At the time of presentation the lesion 
was a crescent-shaped plaque, 7 cm. long, the upper portion of which followed 
the line of the left mandible. The lesion was 3 cm. across at the widest point. 
The epidermis was apparently normal. Papules and ridges were formed by firm 
tissue underneath. There were a number of milia, some of which were very 
large and scattered throughout the lesion. On the left cheek just below the 
outer angle of the eve, there was a streak of similar lesions. 

A biopsy section showed the projection of epithelium into the corium. The 


projections were adenoid masses of epithelial cells among which were found 
mitotic figures and cysts. Fibrillar substance was surrounded by epithelial cells, 
a few of which had sebaceous characteristics. The corium was fibrous. 


DISCUSSION 

Dr. J. FRANK FRASER: The growth is a basal cell carcinoma originating 
from hair matrix. The picture resembles that in the adenoid type of the disease; 
in other words, there is an attempt to form glands. 

Dr. Davin L. SATENsSTEIN: I should not call this growth epithelioma ade- 
noides cysticum. To me it appears to be a typical example of a basal cell 
epithelioma, probably springing from the wall of the follicles; the arrangement 
of the -cellular elements suggests a glandular structure with large lymphatic 
spaces; this is a fairly common observation in basal cell epithelioma. 

Dr. GeorGeE C. ANDREWS: The growth has existed in its present extent 
for two years. The whole lesion has not grown as a tumor would grow. Clini- 
cally, it falls into the group of epithelioma adenoides cysticum. 


BLastomycosis (7). Presented by Dr. Lupwic OuLMANN. 

The further examination of the cultures in this case previously presented 
proved that the infection was caused by Oidium albicans. Tests for bromide gave 
negative results. 
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The histologic picture showed a marked keratosis and papillary outgrowth of 
epithelium. There were edema and superficial pustules with a few double- 
contoured cells on the surface. The corium was the seat of a chronic inflamma- 
tory process and an acute inflammation, which appeared to be an abscess. No 
hlastomycetes were found. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
J. P. GueguieRRE, M.D., Secretary 
April 1, 1932 


J. M. ScuritpKract, M.D., Presiding 


RAPIDLY SPREADING TUBERCULOSIS OF THE SKIN. Presented by Dr. 
BUTTERWORTH. 


A colored boy, 13 years old, from the clinic of Dr. J. V. Klauder at the 
Philadelphia General Hospital, about Jan. 1, 1931 had a pustule located about 11 
inches (3.8 cm.) anterior to the left ear. After the pustule had been incised, the 
process gradually spread, involving the entire left side of the face, the nose and 
the side of the neck. In November, the patient was admitted to the Children’s 
Hospital for a week, where he received ultraviolet light therapy. Following his 
discharge, he attended the clinic for diseases of the skin at another hospital, where 
he was given 50 drops of potassium iodide three times a day for a month, as it 
was thought that the condition was possibly blastomycosis. 

When the patient was seen at the Philadelphia General Hospital a month 
before presentation, there were numerous small abscesses, with crusting about the 
spreading borders of the process. In the center there was healing with scar 
formation. Culture on Sabouraud’s medium gave negative results. Direct exami- 
nation of the pus for fungi also gave negative results. A biopsy specimen was 
taken, and the sections were examined by Dr. Weidman, whose diagnosis was 
tuberculosis. 

The patient had been given injections of 20, 30, 40 and 50 mg. of gold and 
sodium thiosulphate at weekly intervals. He had been on a salt-free diet, being 
given an abundance of milk, cod liver oil, tomatoes, carrots, lettuce and other 
vegetables. On his first visit to the Philadelphia General Hospital, he weighed 
115 pounds (52 Kg.) ; at the time of presentation, he weighed 125 pounds (56 Kg.), 
and the condition of the skin had improved considerably. A microscopic section 
was shown. 

DISCUSSION 

Dr. E. F. Corson: I think that the race of the patient has determined the 
rapidity of growth in this particular case. One is apt to find tuberculosis of 
the skin more rapid in its spread in the Negro than in the white race. Clinically, 
this condition is a mixed type. I agree with the diagnosis. 


Case FoR DraGnosis. Presented by Dr. T. BurteERWoRTH for Dr. H. J. Smitru. 


An Italian woman, aged 21, had gone to St. Agnes’ Hospital three weeks. before 
presentation, complaining of an eruption on the arms, thighs and face. She stated 
that about Nov. 1, 1931, a solitary, small, hard sore had developed on the lower 
lip: it was moderately painful, especially when she was eating. Three weeks later, 
she had consulted a physician in Connecticut who, without the aid of a dark- 
field examination or a Wassermann test of the blood, made a diagnosis of chancre 
There had been no eruption on the body at that time. The physician had given 
an intravenous iniection of a yellow medicine, and within a week the lesion had 
practically disappeared. One week after the first treatment a second intravenous 
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injection was administered. She did not return for treatment until Christmas, 
when another intravenous injection was made. About New Year’s day pruritic 
red blotches appeared on the palms. The patient continued to receive an intra- 
venous injection every week until a total of seven treatments had been given. The 
eruption spread up the arms and on to the face, each injection apparently causing 
a further extension. The eruption has always been pruritic. About a month or 
six weeks after the eruption first appeared, the thighs became involved. About 
the end of January, the patient received an intramuscular and an intravenous 
injection on the same day, and a week later an intramuscular injection alone. 

After every intravenous injection the patient had been bedfast for a day, with 
chills, fever, nausea, headache and malaise. After the first injecticn, in addition 
to these symptoms, she vomited several times. 

There was no history of a genital sore or a generalized eruption. The patient 
was married for the first time five years previously. In a little over a year 
she had had four miscarriages. After she had undergone a dilatation and curettage 
of the cervix and uterus, she gave birth to an apparently healthy child. There 
have been no pregnancies by her second marriage. 

At the time of presentation she had a scaly erythema of the palms. On the 
arms and forearms there were numerous, sharply outlined, scaly, dull red patches 
symmetrically distributed. Many of the patches had become confluent into infiltrated 
plaques. A few similar lesions were present on the anterior surfaces of the thighs, 
and a few were present on the face. 

A Wassermann test of the blood taken in New York at the end of January 
was said to be negative. Examination of the blood revealed a moderately positive 
Kolmer reaction, 4, 2, 0, 0, 0, and the results of the Kahn test were: 1, 3, 4. 


DISCUSSION 

Dr. D. M. Srpticx: I think that clinically the condition is an arsenical- 
fixed dermatitis. Of course, the diagnosis could be facilitated by having a biopsy 
performed and sections prepared by Osborne’s method to determine the presence 
of arsenic in the tissue. I have in mind six cases, of which Dr. Corson also is 
aware, in which the patients presented a similar type of lesion and a similar 
course following treatment with arsenicals. One patient in particular had only 
a few lesions after three injections, and new lesions appeared following each 
injection. The characteristic feature about these lesions was that they became 
acutely inflamed after treatment, and the inflammation would gradually subside 
between treatments. In two of these cases we have performed biopsies and 
found arsenic present. 

Dr. C. S. Wricut: I would not disagree with Dr. Sidlick’s diagnosis, but I 
think that something ought to be said about the psoriasiform nature of the 
eruption. The lesions do not look unlike psoriasis, and on scraping the scale 
off the same type of hemorrhage occurs as in psoriasis; furthermore, it can be 
precipitated by various methods of treatment. For instance, I have seen psoriasis 
break out in several cases after vaccination, and it can follow an acute attack of 
smallpox. A number of factors may precipitate the first attack, so I think that 
we should keep in mind the possibility that the eruption may be psoriasis. 


IcHTHYOSIS VULGARIS IN Two BrotuHers. Presented by Dr. T. BurTERWORTH 

for Dr. J. V. KLAUDER. 

The patients were seen in the clinic at the Philadelphia General Hospital. 
‘he condition first appeared when the patients were 1 month old; it was worse 
in winter, and was confined to the extremities. There was remarkable improve- 
ment in the summer. As the boys grew older the disease became milder. 

These cases were presented because of the interesting family tree. By reference 
to the chart it will be seen that seven members of the family, all of whom were 
males, were affected with ichthyosis. The disease is transmitted by females, who 
do not have the disease themselves. In one branch of the family the disease was 
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transmitted through two generations of females to the great grandsons. Likewise, 
it will be seen that a male who has the disease cannot pass it to a son, but he 
does transmit the factor or gene to his daughters. 

In this family, ichthyosis was a recessive sex-linked characteristic. The factor 
or gene causing ichthyosis was carried on the sex chromosome. In the males, 
who have but one sex chromosome, the recessive factor manifests itself. In the 
females, who have two sex chromosomes, the ichthyotic factor or gene in one 
chromosome is submerged by the dominant factor for normal skin present in 
the other chromosome. 

Dr. Klauder and I do not wish to create the impression that we believe that 
all cases of ichthyosis are transmitted in this way. Indeed, in many families, 
ichthyosis occurs in the female or affects both sexes. In the latter families, the 
mechanism of heredity is much more complex. 


DISCUSSION 


Dr. S. S. GREENBAUM: The peculiar heredity is of importance, that is, that 
the disease develops only in males. It would suggest that there may be some 
factor in the females of this family that restrains its development in them, just 
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Chart of family tree, showing the occurrence of ichthyosis in the males. 


as there is perhaps in hemophilia. It might be worth while to try ovarian extract 
as is being done now in hemophilia. 

Dr. T. ButTERWORTH: Dr. Greenbaum says that hemophilia does not occur 
in females. According to the latest concept, it can do so. It is much like color- 
blindness. In Europe, about 4 per cent of the males are said to be color-blind; 
at one time it was thought that women could not be color-blind, but quite a few 
cases of color-blindness in women have been reported recently. 


DERMATITIS HERPETIFORMIS: “FLARE-Up” AFTER INGESTION OF POTASSIUM 
Iop1pE. Presented by Dr. J. T. BELGRADE for Dr. S. S. GREENBAUM. 


E. W., a woman, aged 27, married, Jewish, had presented herself in January, 
1931, at the Graduate Hospital, complaining of itching of the face and forearms. 
Examination revealed excoriated pinpoint-size papules of one year’s duration on 
the forearms. The tentative diagnosis of dermatitis herpetiformis had been made, 
and the patient was given solution of potassium arsenite and autohemic therapy. 
Previously, she had been treated by numerous physicians for scabies. When she 
was seen again in February the condition of the skin was much improved, but 
she complained of nausea and of edema about the eyelids, so the administration 
of solution of potassium arsenite was discontinued. One month later, the admin- 
istration of arsenic was resumed in the form of sodium cacodylate at weekly 
intervals, together with autohemic treatment. Under this treatment the patient 
improved. 
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Two days before presentation she was given 15 grains (0.97 Gm.) of potassium 
iodide, and that night a fresh crop of papulovesicular lesions appeared on the 
face, shoulders, buttocks and thighs and a few vesicles on the inner surface of 
the lower lip. Intense itching accompanied this eruption. Two blood counts 
revealed no increase of eosinophils. The case is presented to show the effect 
of the administration of iodides in dermatitis herpetiformis. 


DISCUSSION 

Dr. D. M. Srtptick: I subscribe to the diagnosis. However, it is interesting 
to note that many of the lesions have an urticarial element; perhaps the urticaria 
rather than the dermatitis may be responsible for the itching. 

Dr. S. S. GREENBAUM: This is an instructive case. The patient has been 
coming to the clinic for quite a few months with an itchy, nondescript eruption 
on the forearms and over the lumbar region. The fact that she had had it at 
intervals for a year, that it was very pruritic, and yet that she was maintaining 
good health, suggested a diagnosis of Duhring’s disease. On Wednesday, the iodide 
test with the iodide in the form of drops of a saturated solution of potassium 
iodide was tried. Within eight hours after the patient took the first dose, intense 
itching over the entire body, papulovesicular eruption on the face and the urticarial 
eruption that you see had developed. She would not take any more of that 
medicine. There seems to be no question about the diagnosis. The solution of 
potassium arsenite appeared to have no effect; at least, she may be intolerant 
to it. It made her sick, which may be one reason for its having no effect on 
this eruption. Cacodylate of soda did not seem to have much effect. There has 
been no eosinophilia. Nevertheless, if the iodide test is of any value, and this is 
the first time that I have ever succeeded in eliciting such a reaction, it argues 
for the diagnosis as presented. 

Dr. J. L. Strousse: How did the administration of arsenous iodide and red 
mercuric iodide, U. S. P., affect the eruption? It has been used formerly. 

Dr. R. Hrrscuier: I should think that high colonic irrigations might be 
given for a long period. They have done a great deal of good in bullous eruptions. 
This condition looks like erythema multiforme does at times. 

Dr. R. Gitman: I agree with the diagnosis, and I think that in making a 
diagnosis of dermatitis herpetiformis one has to observe the patient. The use 
of potassium iodide is not so much a sure test for this condition as it is a 
differential point between it and pemphigus. 


A Case FoR Dracnosis. Presented by Dr. J. T. BeELGRApE for Dr. S. S. 
GREENBAUM. 


The patient, S. E., a Russian woman, aged 30, presents on the right and left 
sides of the neck below each ear irregular patches of telangiectasis having a faint 
yellowish tint, of one year’s duration. The condition began as a spot the size 
of a pea and gradually grew to its present size. There is no history of the use 
of perfume or cosmetics. Chemical examination of the blood showed: urea nitrogen, 
12 mg.; uric acid, 1.7 mg.; sugar, 92 mg., and cholesterol, 268 mg. per hundred 
cubic centimeters of blood. 

DISCUSSION 

Dr. R. L. Girman: I suggest a diagnosis of seborrheic dermatitis, as there 
is scaling of the scalp and on the ears, with itching, and the localization of the 
pigmentation is typical. It also suggests, of course, previous Berlock dermatitis, 
which Dr. Belgrade assures us is not possible in this case. 

Dr. S. S. GREENBAUM: Several years ago I presented a patient with xanthoma 
who also had a telangiectatic form not unlike that seen in this patient; at least 
there is a morphologic resemblance. On the suspicion that this condition might 
be of that nature, the cholesterol of the blood which is 268, was determined. It 
is not a Berlock dermatitis, and I do not believe it is seborrheic. We shall try 
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to obtain a section for study in order to discover whether or not xanthoma is 
present. 


\CRODERMATITIS PERSTANS OF HALLOPEAU. Presented by Dr. Griccs for 
Dr. J. V. KLAUDER. 


The patient, a man, aged 27, from the clinic at the Philadelphia General 
Hospital, presents a dermatitis involving the soles and the distal portions of the 
fingers and toes. The lesions consist of sharply marginated, erythematous patches 
with maceration and undermining of the bordering epidermis. There are numerous 
small pustules about the lesions. The distal portions of the nails have been 
destroyed. Examination of scrapings from the plantar skin gave positive results 
for fungus, but they had not been cultured. The condition began seven months 
previous to presentation and has gradually progressed; otherwise, the history is 
irrelevant. 

DISCUSSION 

Dr. R. GitmMan: I think that the condition is ringworm. 

Dr. C. S. Wricut: I see no reason why we should try to make a diagnosis 
of two different conditions in this patient. The lesions on the sole look like a 
fungus infection, and if Dr. Weidman said he saw a fungus, I have no doubt that 
he did. The nail picture could easily fit in with a diagnosis of ringworm of 
the nails. If we saw the nails alone we might consider the diagnosis of acro- 
dermatitis perstans more seriously, but I think the whole condition could be due 
to fungus, and I agree with Dr. Gilman. 

Dr. W. O. Roop: I heartily agree with Dr. Wright's diagnosis of epidermo- 
phytosis. 


An UNusuaAL ForM OF SECONDARY SYPHILIS CLOSELY ALLIED TO PRECOCIOUS 
MALIGNANT Sypuiis. Presented by Dr. S. S. GREENBAUM. 


E. G., a man, aged 28, from the clinic at the Philadelphia General Hospital, 
presented a chancre on January 14, and two weeks later a papulopustular eruption 
with the appearance of malignant syphilis developed. He was treated with bismuth 
twice a week, having received seven doses. 


DISCUSSION 

Dr. D. M. Siptick: I think that the case is interesting and unusual. 

Dr. S. S. GREENBAUM: The patient has received only seven injections of 
bismuth salicylate, and he has shown marked improvement. Some of these benign 
precocious syphilids are quite resistant to treatment. 

Dr. B. L. Kaun: Is this condition merely a more virulent form of the disease 
from the standpoint of the infection or from the standpoint of the host? 


Dr. S. S. GREENBAUM: I do not see how we can answer that. The patient 
seemed to be in good health before he contracted the disease. He was ill when 
he came to the hospital. 

Dr. Schildkraut sent us a section taken from the patient, S. T., who was 
presented last month as having generalized pigmentation. The sections were taken 
from an area of papillary hypertrophy under one of the breasts. We studied a 
few of the sections, and it seems to us that the degree of papillomatosis and 
pigmentation warrant further clinical study for acanthosis nigricans. I do not 
know whether or not Dr. Schildkraut will be able to show this patient again. 


Dr. F. SUMMERILL: To me the pigmentation seen on the slide does not seem 
to be typical of that observed in acanthosis nigricans, for in the latter condition 
the pigmentation is prone to occur in the stratified epithelium of the surface, 
whereas in this slide the pigmentation appears more marked in the papillary layer 
of the corium. Of course, it is difficult to observe the pigmentation in the 
stratified layer with this stain, for in acanthosis nigricans the pigmentation is often 
diffusely scattered through the layers of the epithelium. 

















Book Reviews 


Manuel pratique de dermatologie: Le diagnostic la peau et ses réactions: 
Therapeutique les dermatoses. By A. Desaux and A. Boutelier. Ave 
la collaboration de Pierre Brocq. Volumes 1 and 2. Price, 260 francs 
Pp. 1232, with 640 illustrations. Paris: Masson & Cie, 1932. 


The first volume, of 214 pages, considers dermatologic diagnosis. Chapter 1, 
of 10 pages, discusses the general considerations of the diagnostic methods of 
dermatology. Chapter 2, a still briefer chapter of 3 pages, is on the diagnostic 
significance of itching. Then, in the third chapter, the authors launch into the 
question of the diagnostic significance of lesions, and to this are devoted 164 
pages. In chapter 4, they take up regional diagnosis, and the diagnostic signifi- 
cance of the locations of lesions, which cover 125 pages. The first two chapters 
are excellent brief presentations. It is hard to exaggerate the high quality of 
chapters 3 and 4. In the analysis of the details of the characteristic lesions of 
the various skin diseases in chapter 3, every possible lesion of the skin apparently 
is included, but the important thing is the painstaking, detailed description of the 
significant features of the lesions themselves. This is done in the beautiful photo- 
graphic way that can be carried out only by a disciple of the French school. The 
same praise can be given to the chapter devoted to regional diagnosis. This 
chapter does not illustrate so completely the quality in which the French excel 
in picturing the minutiae of clinical dermatology, but is hardly less valuable in 
the way in which important regional features that characterize cutaneous lesions 
are grouped. Part second of the work is devoted to the normal skin, and in this 
the anatomy and physiology of the skin are given exhaustive and minute 
consideration. 

The foregoing comments pertain to the work as a whole. 

Volume 2 comprises 900 pages and is devoted to the practice of dermatology. 
It shows the same excellence in the consideration of the various diseases as is 
shown in volume | in the consideration of the principles of dermatology, and it 
can be given the same sort of praise. Both volumes are profusely and well 
illustrated with pictures in the most part taken from the St. Louis Hospital 
Museum. The whole work is a beautiful exposition of French dermatology. 


Fungous Diseases: A Clinico-Mycological Text. By Harry P. Jacobson, 
M.D. Price, $5.50. Pp. 284. Springfield, Ill.: Charles C. Thomas, 1932. 


There has long been a need for a book on fungous infections. Dr. Jacobson 
has attempted to fill this need and in the main has done so successfully. There 
are ten chapters devoted to the dermomycoses, moniliasis, maduromycoses, sporo- 
trichoses, blastomycoses, actinomycoses, coccidioides, toruloses and aspergilloses. 
In general, it may be said that the mycologic aspects of the subject are better 
handled than the clinical aspects. The first two chapters on trichophytosis and 
moniliasis are, from the clinical standpoint, inadequate. The clinical descriptions 
fall short of giving a good clear picture of the condition, and some of the clinical 
photographs are not very sharp. The treatment of tinea barbae with a combination 
of x-rays to the lesions and thallium acetate by mouth is not, as the author says, 
“the accepted method of therapy,” and, incidentally, he fails to warn of the possible 
dangers in the use of thallium. The reviewer also does not subscribe to the 
statements that erythrasma is fairly common, and that in the treatment of tinea 
versicolor one frequently exhausts all therapeutic resources without succeeding 1n 
its eradication. The subject of dermatophytids is not adequately discussed. 
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Reference is made to them in places, but there is no organized discussion of a 
kind that will acquaint the student with the subject. Nothing is said of the 
differential diagnosis of ringworm of the hands from other lesions on the hands. 
[his is a serious omission, for practitioners find it difficult to recognize lesions 
on the hands, and the subject is important from the industrial standpoint. 


The remaining chapters are full and adequate. The essential facts are given: 
mycotic systemic diseases are well discussed. The photographs are for the most 
part excellent, and the author evidently has a thorough knowledge of the litera- 
ture on mycotic diseases. The monograph will be found useful. 





Directory of Dermatologic Societies * 


FOREIGN 


BRITISH ASSOCIATION OF DERMATOLOGY AND SyYPHILOLOGY 
(CANADIAN BRANCH) 


J. Frederick Burgess, President, Drummond Medical Bldg., Montreal. 
B. Usher, Secretary-Treasurer, Medical Arts Bldg., Sherbrooke St., W., Montreal. 


Royat Society OF MEDICINE, SECTION OF DERMATOLOGY 


A. M. H. Gray, President, 30 New Cavendish St., W. 1, London. 
H. Thompson Barron, Secretary, 53 Queen Anne St., W. 1, London. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


Francis Eugene Senear, Chairman, 55 E. Washington St., Chicago. 
Harry R. Foerster, Secretary, 208 E. Wisconsin Ave., Milwaukee. 
Place: Milwaukee. Time: June 12-16, 1933. 


AMERICAN DERMATOLOGICAL ASSOCIATION 


Fred Wise, President, 200 W. 59th St., New York. 
W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 
Place: Chicago. Time: 1933. 


SECTIONAL DERMATOLOGIC SOCIETIES 
BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


Harry M. Robinson, President, 106 E. Chase St., Baltimore. 
M. H. Goodman, Secretary, 401 Medical Arts Bldg., Baltimore. 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Emmett C. Troxell, President, 74 W. Adams St., Detroit. 
William G. Saunders, Secretary, 9203 Grand River Ave., Detroit. 
Place: Detroit. Time: December 3, 1932. 
IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 


J. C. Kessler, President, University Hospital, Iowa City, Iowa. 
Robert E. Jameson, Secretary, 201 West Second St., Davenport, Iowa. 


New ENGLAND DERMATOLOGICAL SOCIETY 


Arthur M. Greenwood, President, 416 Marlboro St., Boston. 
William P. Boardman, Secretary, 388 Marlboro St., Boston. 


SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 


Emmet R. Hall, Chairman, 1001 Exchange Bldg., Memphis, Tenn. 
Dudley C. Smith, Secretary, University, Va. 
Place: Birmingham, Ala. Time: November 16-18, 1932. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 





DIRECTORY 


STATE DERMATOLOGIC SOCIETIES 
FLORIDA SOCIETY OF DERMATOLOGY AND SYPHILOLOGY 


Chairman for each meeting is elected from city in which meeting is held. 
Frank Wilson, Secretary, 310 Greenleaf & Crosby Bldg., Jacksonville, Fla. 
Place: Jacksonville, Tampa, Miami and place of meeting of state medical society. 
Time: Quarterly. 
LOUISIANA DERMATOLOGICAL SOCIETY 
J. A. Devron, President, 150 Baronne St., New Orleans. 
M. T. Van Studdiford, Secretary-Treasurer, 912 Pere Marquette Bldg., New 
Orleans. 
MEDICAL SOCIETY OF THE STATE OF NEW YORK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 
Paul E. Bechet, Chairman, 55 Park Ave., New York. 
Herbert H. Baukus, Secretary, 925 Delaware Ave., Buffalo. 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 
Stanley Crawford, President, 200, 9th St., Pittsburgh. 
Robert L. Gilman, Secretary, 1930 Chestnut St., Philadelphia. 


MICHIGAN STATE MEDICAL SOCIETY, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Cyril K. Valade, Chairman, 1604 Eaton Tower, Detroit. 
George H. Belote, Secretary, University Hospital, Ann Arbor. 
MINNESOTA DERMATOLOGICAL SOCIETY 
H. N. Klein, President, 350 St. Peter St., St. Paul. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 
OKLAHOMA DERMATOLOGICAL ASSOCIATION 
William E. Eastland, President, 117 N. Broadway, Oklahoma City. 
C. L. Brundage, Secretary, 616 Medical Arts Bldg., Oklahoma City. 
TExAS DERMATOLOGICAL SOCIETY 
T. J. Calhoun, President, 1719 Pacific Ave., Dallas. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 
LOCAL DERMATOLOGIC SOCIETIES 
ATLANTA DERMATOLOGICAL SOCIETY 
Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 
Bronx DERMATOLOGICAL SOCIETY 
Adolph Rostenberg, Chairman, 152 E. 179th St., New York. 
Theodore Rosenthal, Secretary-Treasurer, 115 W. 86th St., New York. 
BROOKLYN DERMATOLOGICAL SOCIETY 
B. B. Berkowitz, President, 225 Eastern Parkway, Brooklyn. 
A. M. Persky, Secretary, 1750 Ocean Pkwy., Brooklyn. 
BuFFALO DERMATOLOGICAL SOCIETY 
Herbert H. Bauckus, Presidennt, 925 Delaware Ave., Buffalo. 
William F. Hoover, Secretary, 333 Linwood Ave., Buffalo. 
CuIcaGO DERMATOLOGICAL SOCIETY 


Michael Ebert, President, 25 E. Washington St., Chicago. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 
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CINCINNATI DERMATOLOGICAL SOCIETY 


Ralph R. DuCasse, President, Carew Tower, Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 
E. W. Netherton, President, Cleveland Clinic, Euclid Ave. and E. 93d St.. 
Cleveland. 
H. G. Miskjian, Secretary, Rose Bldg., Cleveland. 
DETROIT DERMATOLOGICAL SOCIETY 
Emmett C. Troxell, President, 74 W. Adams Ave., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 
Los ANGELES DERMATOLOGICAL SOCIETY 
Samuel Ayres, Jr., Chairman, 2007 Wilshire Blvd., Los Angeles. 
Louis F. X. Wilhelm, Secretary, 1401 South Hope St., Los Angeles. 
MANHATTAN DERMATOLOGIC SOCIETY 
Fred Wise, Chairman, 200 West Fifty-Ninth St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 
MONTREAL DERMATOLOGICAL SOCIETY 


J. F. Burgess, President, Drummond Medical Bldg., Montreal, Canada. 
B. Usher, Secretary-Treasurer, Medical Arts Bldg., Sherbrooke St., W., Mon- 
treal, Canada. 


New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


A. Benson Cannon, Chairman, 371 Park Ave., New York. 
Louis Chargin, Secretary, 1 W. 85th St., New York. 
New YorK DERMATOLOGICAL SOCIETY 
George M. MacKee, President, 200 W. 59th St., New York. 
Edward R. Maloney, Secretary, 853 7th Ave., New York. 
OMAHA DERMATOLOGICAL SOCIETY 
H. C. Sumney, Chairman, 1011 W. O. W. Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 
Frederick D. Weidman, Chairman, 1930 Chestnut St., Philadelphia. 
Robert L. Gilman, Secretary, 1930 Chestnut St., Philadelphia. 
PITTSBURGH DERMATOLOGICAL SOCIETY 
Claude B. Norris, Chairman, 244 Lincoln Ave., Youngstown, Ohio. 
Frederick Amshel, Secretary, 3401 5th Ave., Pittsburgh. 
St. Louts DERMATOLOGICAL SOCIETY 
Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman, Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Charles Schoff, President, 1127, 11th St., Sacramento, Calif. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 





